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ORIGINAL COMMUNICATIONS. 


THE DIAGNOSIS OF FACIAL PAINS FROM THOSE OF TIC-DOULOUREUX AND 
THEIR TREATMENT BY ALCOHOLIC INJECTION.! 


BY T. H. WEISENBURG, M.D., 
Professor of Clinical Neurology, Medico-Chirurgical College; Neurologist to the Philadelphia General Hospital. 


It would seem as if the pains occurring 
in trifacial neuralgia were sufficiently char- 
acteristic as not to involve difficulty in diag- 
nosis, and yet it is not at all unusual for 
other conditions to produce such pain that 
tic-douloureux is often diagnosticated. 
This question is especially pertinent in those 
cases in which either after alcoholic injec- 
tion of the various branches, peripheral 
operations, removal of the Gasserian gan- 
glion, or cutting of the sensory root, pain 
still persists. 

In my own experience, in the cases which 
present themselves as tic-douloureux but 
which prove to be otherwise, the diagnosis 
most often made is that of functional pain; 
secondly, sinus disease; and lastly, neural- 
gia of the glossopharyngeus. Pain result- 
ing from irritation of the sensory branch 
of the seventh nerve or so-called geniculate 
neuralgia has not presented any difficulty, 
and I have had no experience with pain re- 
sulting from involvement of Meckel’s gang- 
lion as shown by the investigations of 
Sluder. The differential diagnosis of func- 
tional pains will be first discussed. 

I confess that I have not always been 
successful in the diagnosis of functional 
pain as differentiated from tic-douloureux. 
My experience has been such that I am 
always loath to make a diagnosis of func- 
tional pain. Whatever failures I have had 


1Read before the Northwestern Medical Society, Jan- 
uary, 1911. 


as the result of alcoholic injection have al- 
ways been in functional cases. On the 
whole the differential diagnosis must be 
made not only on the character of the pains 
but upon the history of the whole case. It 
will not always be easy to make a differen- 
tial diagnosis of the pain, for most of these 
patients, especially if they are intelligent, 
will know all about tic-douloureux, and their 
description will be typically that of the or- 
ganic disease. Moreover, I have witnessed 
so-called spasms in a functional case and 
have taken them to be those of real tic- 
doulouireux, and in this particular instance 
did not finally make a differential diagnosis 
until I had injected alcohol and obtained 
the typical anesthesia in the distribution of 
the injected nerve with the pain persisting, 
which subsequently disappeared under gen- 
eral treatment. 

It will be found that the onset does not 
have the gradual succession in distribution 
that tic-douloureux has, for, as is well 
known, the pains will come on at first in 
one branch and then in the course of time 
will involve all, whereas in the functional 
type they may come on at once in two or 
all the branches; secondly, the pains in a 
functional case will not be strictly limited 
to the distribution of the fifth nerve; third- 
ly, in a careful search of the history it will 
be found that the pains had disappeared at 
certain periods because the patient’s atten- 
tion had been directed elsewhere, as in one 














306 


of my cases in which the pain disappeared 
for a number of months during the time 
that the patient’s husband was seriously ill; 
fourthly, there is nearly always to be found 
a general functional mental and physical 
state which I shall not elaborate because it 
is so easy of recognition, but the diffi- 
culty is that any patient who has had the 
sufferings of a real tic-douloureux may be 
in exactly the same state. On the whole, 
the important and final differentiating point 
is the onset and character of the pain, and 
I am now not injecting those cases in which 
there is any deviation from the usual well- 
known type. 

There should be no difficulty whatsoever 
in properly diagnosing pains from implica- 
tion of the antrum, and yet I am often 
called to see such patients in whom the 
diagnosis has been made of tic-douloureux. 
As a rule, the pain has had a rapid onset, 
there is soreness over the antrum, and in fact 
over the whole side of the face, there may 
be a rise of temperature and some sweating, 
but the important point and the reason why 
the pains are often confounded with tic- 
douloureux is that they may be spasmodic. 
Local examination will always clear up the 
difficulty. While on this subject I am re- 
minded of a case in which abscess in one of 
the upper teeth simulated pains of tic- 
douloureux. This, however, is rare, for 
more often patients go to a dentist, who 
removes one tooth after another because of 
so-called neuralgia of the teeth, when there 
is present a genuine tic-douloureux. 

Neuralgia of the glossopharyngeus was 
first called attention to by me! in a case in 
which for six years the patient had pains 
which were first diagnosticated as _tic- 
douloureux and later as hysteria, and in 
which after removal of the ganglion, cut- 
ting of the sensory root, innumerable alco- 
holic injections and peripheral operations 
there was found a tumor which originally 
grew on the sensory root of the fifth nerve 
and so separated the cerebellum from the 
pons that the ninth nerve was stretched. 
There could have been no other explanation 


1Journal of the American Medical Association, May 


14, 1910, vol. liv, pp. 1600-1604. 
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than that of ninth nerve pain because the 
fifth root was cut, as were also the first and 
second cervical nerves. Up to this time it 
had not been generally recognized that the 
lower part of the fifth nerve and upper 
part of the ninth intermingle in their sen- 
sory distribution—just as for example the 
second and third cervical—and that if there 
is an irritation of one nerve there may be 
pains referred to the adjoining sensory dis- 
tribution. It is therefore important to de- 
fine the characteristics of the pains this pa- 
tient had. These were always referred to 
the deeper parts of the lower jaw. He 
compjained almost constantly of a crawling, 
numb, dry feeling in the back part of his 
mouth, back part of his tongue and throat, 
and besides there occurred sharp, shooting 
pains which started from the back part of 
his tongue, extending down his throat 
sometimes to the shoulder and always to 
the ear. These pains were increased on 
talking, but especially in swallowing, and 
for many years the patient did not eat a 
meal in which he did not suffer paroxysms 
of these pains. 

Since that time I have seen three similar 
cases. One of these was sent me by Dr. 
Harvey Cushing. This patient had almost 
a similar history, there being first pains in 
the whole face, for which the usual medical 
means were exhausted. Then peripheral 
operations were done, and finally the gan- 
glion removed, and yet the pain still per- 
sists. In this patient, however, a cranial 
operation has not been done because of the 
unwillingness on the part of the patient. 

In looking over the literature one is 
struck by the number of patients in whom 
the pains have returned after alcoholic in- 
jection, but especially after removal of the 
Gasserian ganglion or cutting of the pos- 
terior roots. It is probable that these were 
cases of glossopharyngeal neuralgia. 


TREATMENT. 


I have practically abandoned medical 
treatment in cases of tic-douloureux. Of 
course this has to be employed when a pa- 
tient resists surgical measures, but in my 


own experience no medical means can alle- 














viate the pains of genuine trifacial neural- 
gia. The method I have used and with 
which I have had almost unfailing success 
has been deep alcoholic injection. My at- 
tention was first called to it by the articles 
of Patrick, and the method and technique 
employed are his. I have not injected the 
superior branch. Patrick himself has aban- 
doned this because of the danger. I use a 
straight needle, sharp edge, marked off in 
centimeters up to five and measuring ten 
centimeters in length, with a stylet whose 
blunt edge is on a par with the end. The 
sharp edge is used to penetrate the skin, 
and then the stylet is driven in so as to 
obviate the danger of injuring a vessel. 
After the foramen is reached the stylet is 
withdrawn and alcohol injected. “In in- 
jecting the middle branch the line of the 
posterior border of the ascending orbital 
process of the malar bone is prolonged to 
the lower border of the zygoma, and the 
needle inserted .5 centimeter posterior to 
this point. It is directed vertically to the 
anteroposterior line, but inclined slightly 
upward in a direction which would attain, 
at the depth of the foramen rotundum, the 
level of the inferior extremity of the nasal 
bones. At a depth of 5 centimeters the 
nerve is reached at its emergence from the 
foramen rotundum into the pterygomaxil- 
lary fossa. 

“For the inferior branch the needle is 
inserted at the lower border of the zygoma, 
2.5 centimeters in front of the descending 
root of the zygoma, which always can be 
felt, and almost coincides with the anterior 
border of the external auditory meatus. 
The needle is directed slightly upward so 
as to hug the base of the skull, and a little 
backward, and at a depth of 4 centimeters 
should reach the nerve at its exit from the 
cranium.” 

The solution I use is 85-per-cent alcohol 
with 4 grains of cocaine to an ounce. I 
inject 2 Cc. In subsequent injections I use 
90-per-cent alcohol with the same amount 
of cocaine. 

Most of the injections were done in my 
office, and I have not used general anesthe- 
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sia, with the occasional exception of a local 
freezing mixture. The pain from the op- 
eration is never complained of by the pa- 
tient, who always states that it is less severe 
than that of a genuine spasm. The patient 
is generally able to leave the office within 
fifteen minutes or one-half hour. 

As regards the place of injection. In a 
patient who has pain in all the branches I 
generally inject that branch first in which 
the pains originated, and then subsequently 
inject the other branch. Very often one 
injection will cause cessation of all the pain, 
but when the patient has had pain in the 
whole distribution I inject it nevertheless. 
My experience has been similar to that of 
Patrick, Hecht, and others, that whenever 
the nerve is struck the pain ceases immedi- 
ately. This can always be recognized by 
the subsequent anesthesia in the distribu- 
tion of the injected nerve. Often I have 
not struck the nerve the first time, and have 
had to inject two and sometimes three times 
before I obtained success. 

It is useless to give the histories of cases. 
I shall only give a typical example of the 
kind of cases that present themselves. My 
oldest case was injected about 2% years 
ago. This patient, a woman aged fifty-five, 
had typical trifacial neuralgia for six years. 
The pain first appeared in the upper jaw, 
then in the lower, and then involved the 
whole face. Both the second and third 
branches were injected. When last heard 
from, about a year ago, the pains were still 
absent. 

An example of pains limited to the in- 
ferior branch only is that of a case sent by 
Dr. J. F. Rowles, of Mahaffey, Pa., August 
29, 1910. This patient had shooting pains 
in the lower jaw which were treated by the 
usual means, and which had been so severe 
for about a month that she had been unable 
to eat solid food, and for three days barely 
swallowed liquids. This patient was in- 
jected in my office at 5 p.m., and about 114 
hours later ate a square meal. She was 
subsequently injected again. The pains at 
this date have not returned. 


2030 CHESTNUT STREET. 





WHAT CASES OF CONSTIPATION ARE AMENABLE TO SURGICAL TREAT- 
MENT? 


BY JOHN G. CLARK, M.D., PHILADELPHIA, 
Professor of Gynecology in the University of Pennsylvania. 


From the observations of my associates, 
Dr. Floyd Keen and Dr. Ginsburg, on the 
embryologic and anatomic defects occur- 
ring in the gastrointestinal tract, taken in 
conjunction with our clinical cases, it is 
quite evident that many of the supposed 
cases of functional constipation have a long 
existent anatomic etiology. 

As we have analyzed the types of consti- 
pation, we find that relief by surgical means 
is largely applicable to this particular class. 
It is furthest from our intention to hold 
out the view that the neurasthenic individ- 
ual of constipated habit can be relieved by 
surgical measures. One, therefore, must 
carefully differentiate between what might 
be classed as a functional and a pathologi- 
cally anatomic constipation. 

This differentiation is not always easy. A 
clinical rule which I have established for 
guidance is to ascertain, first, the duration 
of the constipation, as to whether congen- 
ital or acquired; and secondly, as to the 
means necessary to effect an evacuation of 
the bowel. Thus, one patient will give a 
history that she suffers greatly with consti- 
pation, and yet one discovers that a small 
dose of cascara is quite sufficient to regulate 
this function. Any suggestion of surgical 
intervention in such a case would, of 
course, be the height of absurdity. Even in 
those cases in which a larger dose of purga- 
tive medicine is required, especially if the 
general health of the individual is good, 
one would not consider surgical measures. 

The summary of the entire question, 
therefore, hangs upon whether there is a 
definite anatomic defect constituting a par- 
tial obstruction. In such cases the patient 
may go days, even after the use of more or 
less drastic purgatives, without a satisfac- 
tory clearing of the lower bowel. At the 
same time there is more or less tympanites 
and distress either in the cecal or sigmoidal 
areas, or at the colonic flexures. 

In the order of topographical observation 


of colonic defects we have noted the colicky 
pains incident to a descensus of the cecum, 
which instead of resting at the brim of the 
pelvis drops as a dilated pouch into the cul- 
de-sac. Quite recently Wilms has called 
especial attention to this defect, and finds 
that in several cases in which there was 
persistence of symptoms after the removal 
of a supposed offending appendix a subse- 
quent operation for the elevation and fixa- 
tion of the cecum in its normal situation re- 
lieved the symptoms. He ascribes the col- 
icky pains in the area to the failure of 
peristalsis. and antiperistalsis to carry the 
food content upward, and finally past the 
hepatic flexure into the transverse colon. 

According to our own view-point, how- 
ever, we are more inclined to ascribe these 
symptoms to a defective emptying of the 
ileum into the cecum. It is a reasonable 
view that a cecum overloaded with semi- 
pultaceous matter which is inefficiently car- 
ried onwards, and therefore remains more 
or less as a stagnant mass in the cecum, 
must retard the flow of liquid food from 
the ileum into the cecum, and that conse- 
quent cramp-like pains at the ileocecal re- 
gion occur as a result of limitation of the 
peristaltic wave. The trouble is noted 
about the flexures more particularly when 
there is either a marked ptosis of the trans- 
verse colon, or an actual dislocation of the 
flexures, giving rise to an irregular crump- 
ling of the colon in the lower part of the 
abdomen. Marked redundancy of the sig- 
moid flexures also, especially where there 
are years of progressive constipation, may 
give rise to symptoms varying from exag- 
gerated constipation to actual obstruction. 
Fortunately, a strangulation is but seldom 
noted. Indeed, it is astonishing, when one 
sees the marked variations in length which 
take place in the sigmoid flexure, that seri- 
ous obstructions do not occur more fre- 
quently. 

When we first began to apply the +-rays 


aR 





to these cases for diagnostic purposes, we 
were inclined to view many cases as being 
seriously anomalous which we have since 
considered approximately normal. Treves 
many years ago pointed out the fact that 
one-fourth of all autopsies showed the loop 
of the transverse colon dependent in the 
pelvis, and he interpreted this as a signifi- 
cant possibility in the production of exces- 
sive degrees of constipation. As a result 
of our clinical experience, however, we view 
these cases only from the standpoint of the 
functional coefficient of the colon, for every 
surgeon has noted even exaggerated de- 
grees of colonic ptosis without any marked 
degree of constipation. 

It is not possible, therefore, to establish 
an anatomical rule for the treatment of 
these cases, and as I have repeatedly stated, 
it is not for the surgeon to initiate the 
treatment, for the patient should have care- 
ful medical supervision first, to determine 
whether the colonic function can be pro- 
perly adjusted by medical means. Only on 
medical failure can we justifiably accept 
these as surgical cases, and even then we 
must be guarded in our promises of relief. 
In my service at the University Hospital, 
we have operated upon over 50 of these 
Of this number we can claim 48 
per cent of cures. Of the remainder, some 
are improved, others are no better. These, 
however, represent the exaggerated types, 
many of which could only be left to drag 
out a more or less wretched existence, 
telying solely upon drastic purgation and 
copious enemata to empty the colon. 

We have not reached the point yet when 
we can accept with enthusiasm Lane’s 
principle of radical extirpation of the colon 
with anastomosis of the ileum into the 
However, I am sure that in the 
exaggerated cases, where there is great 
redundancy and dilatation of the colon, 
occasionally this measure may be the only 
one that can possibly be instituted with any 
hope of relief. One cannot, however, be 


cases. 


sigmoid. 


too careful in advising operations in such 
classes of cases, for we have all witnessed 
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the operative mania which has been insti- 
tuted in cases of movable kidney, and even 
the very beneficial operation of gastro- 
enterostomy has been grossly misapplied in 
the hands of the operative novice or enthu- 
siast, who wields the scalpel with greater 
facility than he exercises his judgment. 

These cases may be studied carefully so 
that those which are amenable to treatment 
by surgery may receive benefit, and avoid 
that large number in which surgical meas- 
ures are of no value. Operation in this 
large class may constitute, because of their 
failure of relief, a ban to the investigation 
of those cases in which mechanical prin- 
ciples alone can be invoked for their 
relief. 

In conclusion, therefore, one may state 
that all cases of constipation should have 
the care of a physician, and only after his 
failure should surgical measures be con- 
sidered, and then only when the symptoms 
are of a more or less obstinate nature. If 
this rule is followed, a very definite per- 
centage of satisfactory results will be ob- 
tained in the operative treatment of these 
cases. 

As definite conclusions cannot be reached 
concerning the results of this or any other 
operation until at least a year has passed, 
we have excluded all cases that have been 
operated upon during the last year. The 
results of those from which we have been 
able to secure accurate information are as 
follows: 

Suspension of sigmoid flexure, 5 cases— 
3 cured, 2 unimproved. 

Suspension of transverse colon (ventro- 
omental fixation), 6 cases—2 cured, 3 im- 
proved, 1 failure. 

Excision of sigmoid, 3 cases—1 cured, 
2 improved. 

Erasion of sigmoid and suspension of 
transverse colon, 1 case—cured. 

Lateral anastomosis from one limb of 
sigmoid to the other, 2 cases—1 cured, 1 
died a year later from some unknown ill- 
ness. Her physician reported marked im- 
provement after her operation. 
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Excision of transverse colon, 3 cases—1 
almost entirely well, 1 improved, 1 unim- 
proved. 

Three fatalities have occurred—1 death 
from peritonitis, 2 from acute gastric dila- 
tation. 

As a summary of my views upon this 
subject, expressed in the Chairman’s Ad- 
dress before the section on Obstetrics and 
Diseases of Women, at St. Louis, I may 
offer the following: 

1. Developmental anomalies are at the 
bottom of many cases of chronic constipa- 
tion. 

2. Posture is frequently a result rather 
than a cause of this ptosis. 

3. Congenital potential factors are pres- 
ent in many individuals which become 
active through accident, such as trauma- 
tism, rapid and badly-cared-for childbirth, 
habitual constipation, operative adhesions, 
etc. 

4. Neurasthenia often dates from child- 


hood or puberty; operation, therefore, in 
the adult may give only partial relief be- 
cause of this constitutional asthenia. 

5. Cases in which there is a recent ac- 
quirement of the active factor give the best 
surgical results. 

6. Various suspension operations are val- 
uable in properly selected cases but dis- 
appointing in the remainder. At best these 
fixation points may be unstable. 

%. Radical excision of obstructive por- 
tions of the large bowel may give the high- 
est percentage of operative mortality, but 
it is likely to give the best ultimate results 
in the survivors. 

8. In no field of surgery should haste be 
made slower than in this. It is not a field 
for the novice. 

9. The most important factor in the di- 
agnosis is a detailed clinical history point- 
ing accurately to obstructive possibilities. 
A well-taken skiagraph is of the greatest 
confirmatory value. 


INFANTILE PYLORIC STENOSIS AND INFANTILE SPASMODIC PYLORIC 
STENOSIS, WITH A REPORT OF THREE CASES. 


BY ALBERT L. HERTEL, B.S., M.D., ST. LOUIS, MISSOURI. 


Not so much the rarity of infantile 
pyloric stenosis and infantile spasmodic 
pyloric stenosis (generally called congeni- 
tal) prompts me to write this article, but 
the lack of an accurate, and the importance 
of an early, diagnosis of this almost un- 
recognized condition. 

I use the term infantile in preference to 
congenital, for it is my belief that these 
conditions are not congenital but have de- 
veloped since the child has commenced to 
take nourishment. 

The exact cause is not known; but as we 
rarely see the condition before two weeks, 
we must attribute it to some irregularity 
in feeding. Were it congenital, the trouble 


would present itself immediately, but as it 
rarely occurs before two weeks can we not 
say that it is infantile, and give for its 
causes improper food, irregular feeding, 
and overfeeding ? 





By improper feeding there is undoubt- 
edly produced a spasmodic condition which 
either affects the pylorus directly or 
through some sympathetic relation causes 
the pylorus to contract when the stomach 
wishes to empty itself. 

Irregular and overfeeding should receive 
an earnest consideration as a cause of dila- 
tation of the stomach, which to me seems 
the beginning of either spasmodic or true 
stenosis. The dilatation, although unrec- 
ognized immediately, produces upon the 
pylorus an additional tension. The pylorus 
being one of the fixed points of the stomach 
must of necessity take care of itself. This 
is done by the addition of new muscle fibers, 
or better, the hypertrophy of those already 
existing, which accounts for the true steno- 
sis. 

The diagnosis is not an easy one, and 
however suggestive the symptoms may be, 
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it is only by exclusion of other infantile 
troubles that we arrive at a correct diag- 
nosis. 

Sex seems to play a part, as more boys 
are affected than girls. 

The age of the child is a noteworthy fac- 
tor, as the condition is rarely to be seen 
before two weeks in either spasmodic or 
true stenosis, and if it is found in children 
over four months we can at once exclude 
true stenosis and direct our attention to the 
spasmodic form. 

Constipation in true stenosis and alternat- 
ing constipation and diarrhea in spasmodic 
stenosis seem to be the first symptoms that 





of the food and in excess of the amount re- 
cently taken, then we must direct our atten- 
tion to the pylorus. The expulsion of food 
is not like the ordinary expulsion due to an 
acute gastritis, but of a forcible character. 
It is not uncommon for the child to send 
the food a few feet. Because of the great 
force the vomited material at times will 
come through the nostrils. Although vom- 
iting remains an important symptom, it 
must be remembered that the attacks often 
become less frequent. This is due to the 
fact that the stomach is dilating gradually 
and thereby permits more food to be re- 
tained for a greater length of time. With 


No. 1.—Showing beginning of peristalsis under the left costal margin and extending to the right of the median line. This 
wave commenced after the child had taken about two ounces of food. Note three waves. 


attract the attention of the mother. She 
tells you that the child has had no stool for a 
few days, and that all the medicine she has 
given has done it no good. Also, that she 
has given an enema and still found no re- 
sult. 

The child at this time commences to 
vomit, and this marks the real commence- 
ment of the trouble. There may have been 
vomiting previous to this time, but it was 
that due to overfeeding. 

I do not regard vomiting, however per- 
sistent and continued it may be, as diagnos- 
tic, but when in association with it there is 
chronic constipation and forcible expulsion 


the extent of the intervals in vomiting 
comes the increase in the amount of vom- 
ited material. The child vomits far in 
excess of the amount of food recently taken. 
Irrespective of how careful you try to be 
in regard to the quality, quantity, and time 
of feeding, the vomiting still persists. 

I have seen cases in which the child did 
not vomit for sixteen hours, and then ex- 
pelled all the food it took during this time. 

In spasmodic stenosis I have found that 
diet will alter the condition greatly, while 
in true stenosis it will cause no change 
whatever. 

The vomited material always shows the 
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presence of free HCl, and in those cases in 
which an alkaline solution is given there is 
marked improvement in the spasmodic con- 
dition. Rich milk always caused additional 
trouble. 

With the severe vomiting comes the most 
important symptom—wasting. The child 
commences to lose weight, and in the course 
of a few days the skin is loose and all adi- 
pose tissue gone. 

The hypogastric region is sunken or re- 
tracted, due to the lack of food in the 
bowel; while the gastric region is convex 
or dilated, due to overamount of food in 


the stomach. In the spasmodic type we 
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the child commenced to receive nourish- 
ment. 
after the disease has progressed a few days 
immediately after the child commences to 
take the food. If not present, stimulation 
of the belly wall with a piece of ice will 
produce the desired peristalsis. The waves 
are from left to right, due to the natural 
movements of the stomach. 

No. 2 


after 


The peristalsis can always be seen 


Photograph was taken about 
seconds No. 1 and shows 
plainly three waves of the stomach. It is 
tc be observed here that the stomach has 
dilated so much that it extends to the um- 


bilicus and far to the right of the median 


twenty 





No. 2.—Taken three minutes after No. 1, or about twenty minutes after commencing to take food. Note increased amount 
of peristalsis. 


have alternation of the above—that is, 
sunken gastric and swollen hypogastric. 

The accompanying photographs 
clearly illustrate the important sign, visible 
peristalsis. 

As the child grows worse the stomach 
continues to dilate and the vomiting be- 
comes more severe. As dilatation progres- 


will 


ses the movements of the stomach under 
the anterior abdominal wall become more 
visible. 

Photograph No. 1 shows the beginning 
of the peristalsis under the left costal mar- 
gin extending to the right of the median 
line. 


This was taken twenty minutes after 





line. Photograph No. 3 shows the stomach 
trying to empty itself. Here we can see to 
what extent the stomach has dilated. The 
this time had taken about six 
ounces of food and was extremely restless. 


Photograph No. 4 shows the stomach seek- 


child by 


ing its normal position and was taken about 
one minute after No. 1. These waves gen- 
erally continue until the child has vomited 
the contents of the stomach. 

The child then generally falls to sleep, 
and in a short time awakens to nurse again. 
After a few draws it pushes the breast or 
bottle aside, only to grab for it again. Hun- 
ger forces it to nurse, and no doubt the 














recollection of preceding trouble tells it to 
stop. 

The question naturally arises: Can there 
be any other symptoms that will produce 
similar peristalsis on the anterior wall of 
the stomach? To this I can say no, if we 
consider the sudden expulsion of food, its 
association with the taking of food, and the 
great emaciation that is continually taking 
place. 

An abnormal transverse colon may be 
mistaken, but can be easily excluded by the 
giving of food and the vomiting which fol- 
lows. 

We next turn our attention to the pylorus, 
which is to be found just outside the mid- 
axillary line and one-third the distance from 
the umbilical level to the costal margin. 
Here we find, by careful palpation, an en- 
largement in both spasmodic and true steno- 
sis. In true stenosis the enlargement is 
constant and can be felt with or without 
the presence of peristalsis, while in spas- 
modic stenosis it can only be felt during 
peristalsis. The finding of this enlarge- 
ment with visible peristalsis and wasting 
should almost confirm the diagnosis of true 
stenosis. 

DIFFERENTIAL DIAGNOSIS. 
True Stenosis. Spasmodic Stenosis. 


Constipation. Alternating constipation 
and diarrhea. 
Vomiting, gushing, and 
usually immediately 
after taking food. 
Loss and gain. 
Full hypogastrium. 
Sunken epigastrium. 
May be present (usually 
not so pronounced). 
Only during peristalsis 
of stomach. 


Vomiting, gushing, and 
usually some time af- 
ter taking food. 

Emaciation continues, 

Sunken hypogastrium. 

Full epigastrium. 

Visible peristalsis. 


Tumor present at all 
times. 


itself into four 
Dietetic, physical, medicinal, and 


The treatment divides 
heads : 
surgical. 

The mother’s milk should always have 
preference, and even though the child can- 
not retain the food, the secretion should be 
kept active. Should the child absolutely re- 
fuse the breast, milk in minute quantities 
cooled with ice and given after vomiting 
spells yields very good results. 
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Whey, buttermilk, predigested food, and 
beef broth make suitable foods. 

Hot applications over the stomach during 
feeding have a marked result. I would 
state that even in suspected cases the hot 
applications improve any abnormal condi- 
tion of the stomach. 

Rectal feeding of broths and normal sa- 
line solution should be commenced immedi- 
ately, thereby giving the stomach resting 
periods of a day or more. 

During the progress of the case the child 
should be weighed, and even the fraction 
of an ounce should be noted. 

Under physical therapeutics stomach 
lavage should be systematically done. The 
temperature of the water should be between 
80° and 85° F. 

After the stomach has been thoroughly 
washed the feeding should be commenced 
in minute quantities and be every two 
hours. This method works admirably in 
spasmodic stenosis, but the results in true 
stenosis are not so satisfactory. 

Medicinal therapeutics in spasmodic 
stenosis renders us great assistance, while in 
true stenosis it is of no avail. 

The drugs which should be used are 
opium, carbolic acid, bismuth, calomel, nut- 
meg. 

Surgical interference is the only cure for 
true pyloric stenosis. There are many cases 
of supposed true stenosis that have recov- 
ered, but I venture to say that an accurate 
diagnosis would have revealed a spasmodic 
stenosis. 

The different methods used in surgical 
interference are Loreta’s divulsion, pyloro- 
plasty, and gastroenterostomy. 

Owing to the low mortality of Loreta’s 
operation it seems to have the preference 
over the others. It consists in entering the 
stomach through the anterior surface, and 
with the aid of a dilator stretching the 
pylorus. The stomach is then closed and 


nature is left to finish the task. 

I have adopted Loreta’s operation, with 
the addition that I use a large size tube to 
keep the pylorus from contracting immedi- 
It serves 


ately after it has been stretched. 
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an additional purpose, in that it should be 
used as a means of feeding. By feeding 
through the tube the dilated stomach will 
have an opportunity to contract, and the 
child will be receiving food in a normal way 
without interfering with the work that has 
been done. 

The feeding should be commenced as 
soon as the child has come from under the 
influence of the anesthetic. This method 
has a great influence in reducing the mor- 
tality due to shock and keeps the child from 
starving to death. 

It is to be remembered that whatever 
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the adipose tissue which is so pronounced 
in infants was missing. 

I asked the mother to prepare a feeding, 
which was done. It consisted of pure whey, 
and the quantity was two ounces. This 
was given and was retained for two hours, 
when it was expelled with a sudden gush. 

I then washed the stomach and left orders 
that the child should be fed every two hours. 
Upon returning I found the patient was 
worse than on the previous day. A high 
enema was given, with no result. I again 
washed the stomach and gave the child one- 
ounce feedings, which were also vomited 





No. 3.—Taken one-half hour after the child commenced to take food. The stomach here is fully dilated and the three waves 


have united into one. 


operation has been done, twenty-four hours 
is long enough to wait before commencing 
the feeding. 

Case 1.—Boy, eight weeks old; seen Sep- 
tember 10, 1910. Mother complained that 
the child had had no normal stool for a few 
days and that an enema did not relieve the 
condition. She then gave the infant a dose 
of oil, whici: it vomited immediately. Fol- 
lowing the vomiting of the oil the child 
would vomit some time after each feeding. 
She also noticed that the child was losing 
weight. 

Examination revealed the fact that the 
patient had lost considerable weight, and 


This lasted for a period of twenty seconds. 


Note costal margin and lower level of stomach. 


after two or three hours. The vomited ma- 
terial was always in excess of the amount 
taken. Careful examination of the ab- 
domen revealed that there was a slight 
bulging in the median line during the feed- 
ing. The child was then given all the food 
it could take, which produced a small wave 
on the anterior abdominal wall. I then ap- 
plied ice to the lesser curvature of the 
stomach and obtained a like wave. Having 
obtained no result with the enema and wit* 
the presence of the forcible vomiting I con- 
cluded that there was an obstruction of the 
pylorus, but I could not say whether it was 
spasmodic or true stenosis. 





The child was fed on whey, modified 
milk, and broths. During the nursing 
period hot fomentations were applied to the 
stomach, with no result. Stomach lavage 
also did not help the condition, so I con- 
cluded that I had a case of true stenosis of 
the pylorus. The enlarged pylorus could 
be felt during the movements of the stom- 
ach as well as when the stomach was empty. 

The child was kept alive on rectal feed- 
ing until the beginning of the twelfth week, 
when the mother insisted that it should be 


operated upon. I had suggested the opera- 


No. 4.—Stomach seeking its normal position. 


taken place. 


tion at the end of the tenth week, but 
waited to get the consent of father and 
mother. 

The patient was removed to the Lutheran 
Hospital, and Loreta’s operation and a pos- 
terior gastroenterostomy were performed. 

The child was still being kept alive on 
rectal feeding, and was doing so well that 
I feared to feed it by the mouth. 

On the fourth day after the operation it 
fell asleep and never awoke. 

The autopsy showed that the stomach 
was in good condition and that the anas- 
tomosis with the bowel was perfectly healed. 
This child, I am sorry to say, died from 
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starvation, but to me this will never occur 
again. These babies should be fed not later 
than twenty-four hours after they have 
come from under the influence of the anes- 
thetic. 

Case 2.—Boy, six weeks old; first visit 
November 6, 1910. Mother complained 
that the child would vomit and throw it 
clear across the table. Alternating consti- 
pation and diarrhea. There was visible 


peristalsis and some loss of weight. Diag- 
nosis, spasmodic pyloric stenosis. 
The treatment consisted in stomach 





In all these photos one can readily see the great amount of emaciation that has 
The child was eleven weeks old when photos were taken. 


lavage three times a day. The child was 
only allowed the breast once a day. Whey 
and modified milk were given in preference 
to the breast milk. Hot applications over 
the stomach were used during feeding time. 

The child improved rapidly and was well 
in six weeks. 

Case 3.—Boy, seven weeks old. The 
symptoms were the same as in Case 2, with 
the exception that constipation was more 
marked, and when we relieved this condi- 
tion there was a profuse diarrhea to con- 
tend with. This was mastered after some 
time, and the child was perfectly well in 
ten weeks. 

























THE DIAGNOSIS AND TREATMENT OF TUBERCULOUS LESIONS IN THE 


UPPER RESPIRATORY TRACT.! 
BY GEORGE B. WOOD, M.D., PHILADELPHIA. 


In order to cover the field indicated by 
the title of this paper, in the time allotted 
to me this evening, I must beg permission 
to be rather dogmatic and to refrain from 
going into the pros and cons of disputed 
points. The tubercle bacillus is so ubiqui- 
tous that it has been found in almost every 
portion of the human body, and there is 
scarcely any part that has at all times re- 
mained free from its devastations. Certain 
portions of the body, however, either because 
of their anatomical construction or of some 
localized vital immunity, are less prone to 
suffer than are other portions. Especially 
do we find this true as far as the nose and 
throat are concerned; and this will influ- 
ence us somewhat in our diagnosis of 
doubtful lesions, as, for instance, syphilis 
more frequently causes bone destruction in 
the nose, whereas tuberculosis of the larynx 
is more common than are the destructive 
lesions of syphilis. 

Nasal Tuberculosis—As has been said, 
tuberculosis within the nasal fossz is com- 
paratively rare, but it has been found as 
both primary and secondary lesions. The 
lesions may be ulcerative, or when the vital- 
ity of the patient is good they may show 
marked tumor formation. Always, there is 
first the formation of the tubercle, and later 
caseation, so that the ulcerative type is 
always preceded by infiltration. The ap- 
pearance of a tuberculous ulcer in the nose 
is quite similar to that on other mucous 
membranes, except that the ulcer itself is 
frequently covered by a brownish crust, due 
to the drying influence of the inspired air on 
the secretions. Especially are the crust ac- 
cumulations seen when the lesion is in the 
anterior part of the fosse. If a good view 
can be obtained, the ulceration will be found 
situated, probably, on an infiltrated, mul- 
berry-like swelling, and after removal of 
the crust the ulcerated surface, especially 
around the edge, will be seen to be dotted 





1Read before the Philadelphia County Medical Society, 
Jan. 25, 1911. 





with indistinct white tubercles. It is infre- 
quent, however, that a positive diagnosis of 
the lesion is possible without a histologic 
examination. In more advanced cases one 
or both nostrils may become completely ob- 
structed by the swelling, and the condition 
resemble that of a malignant tumor. Again, 
the presence of polyps and purulent secre- 
tions may suggest accessory sinus disease. 
These cases, however, are exceedingly rare. 
Destruction of the bone of the nose can 
take place, but more frequently the infec- 
tion is limited to the soft parts and the car- 
tilage. The accessory sinuses are some- 
times diseased in the more wide-spread in- 
volvements, but I doubt very much if the 
disease ever begins within the sinus itself. 
I have seen one case of tuberculosis of the 
maxillary antrum with little other local in- 
volvement, except for a necrotic fistula lead- 
ing from the alveolus around the first 
bicuspid tooth. 

The treatment in primary cases is purely 
surgical, and the complete removal of the 
diseased area is very apt to effect a cure. 
The removal of the large masses should be 
done with forceps or other cutting instru- 
ments, and suspicious portions cauterized 
with the electrocautery. When we have 
recognized the character of the lesion at an 
early stage, the electrocautery gives the 
best method of treatment, as the charring 
prevents the possibility of a blood infection 
which might result from accidental inocula- 
tion of the venous channels with cutting 
instruments. 

Secondary involvement of the nose in 
cases of pulmonary tuberculosis probably 
results from the infection of the anterior 
portion of the fossa by the patient’s finger, 
and is generally ulcerative in type. The 
prognosis and also the character of the 
treatment depend upon the extent of the 
pulmonary disease. In these cases the long- 
standing disease in the lungs has probably 
produced in the patient more or less immu- 
nity, so that the progress of the disease in 
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the nose is very slow and can more properly 
be treated by the application of drugs. 
Fifty per cent trichloracetic acid to destroy 
granulations and the frequent use of calo- 
mel ointment, or europhen dissolved in olive 
distinct benefit. Lactic acid, 
phenol, and the chromic acid bead are also 
valuable. It is important to keep the mucosa 
protected from the drying effect of the air 
with some oily substance, and I advise 
strongly against the frequent use of nasal 
douches in these cases. 

Oral Tuberculosis.—Tuberculosis of the 
mouth is not uncommonly seen in cases of 


oil, are of 


advanced pulmonary tuberculosis, and occa- 
sionally in the earlier stages, but primarily 
the disease here is quite rare. Except on 
the dorsum of the tongue, the clinical pic- 
ture of tuberculous ulcerations of the mouth 
is similar to that on other parts of the 
mucous The margins of a 
tuberculous ulcer of the dorsum of the 
tongue are indistinct, and it looks consid- 
erably like a deep fissure. With a probe 
these fissures are often found to run to an 
amazing depth into the substance of the 
tongue, and a certain amount of induration 
can be felt in the immediate neighborhood. 
Involvement of the bony alveolus and of the 
hard palate may lead to more or less exten- 
sive destruction, with fistula and abscess 
formation, and cases of perforation of the 
hard palate have been reported. It is very 
rare to see tuberculomata in the mouth, as 
the caseation of the tubercles in this neigh- 
borhood takes place very rapidly, and the 
destructive process appears at an early 
stage, as secondary infection is almost 
bound to take place very quickly when 
there is such a rich variety of bacteria sur- 
rounding the lesion as we find in the mouth. 
The treatment of the lesions in the mouth 
should be very energetic unless the pul- 
monary lesion is so far advanced as to make 
palliative measures the only ones to be con- 
sidered. When the soft parts only are in- 
volved, cauterization, preferably with the 
actual cautery, is by far the best method of 
treating the lesion. The cauterization not 
only destroys the tissue directly influenced 


membrane. 
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by the heat but also causes an active con- 
gestion in the immediate neighborhood with 
the subsequent formation of more or less 
connective tissue. Lactic acid may be used 
in the mouth at times very advantageously. 
It can be applied full strength, the pain 
being controlled by cocaine. Pure carbolic 
acid and trichloracetic acid are two very 
good chemical caustics. Nitrate of silver, 
or other silver preparations, are very useful 
in combating the secondary infection, but 
their action is too superficial to have any 
influence on the deeper tuberculous lesions. 

Tonsillar Tuberculosis—In discussing 
this part of the paper I shall use the term 
tonsil in its broader sense, including the 
pharyngeal, faucial, and lingual tonsils. I 
am thoroughly convinced that the tonsillar 
tissue of the throat is one of the most if not 
the most receptive portion of the body to 
tuberculous infection. Carefully compiled 
statistics from a large number of observers 
show almost five per cent of tuberculosis of 
the tonsils in all cases examined. That 
means that five per cent of children prob- 
ably have tuberculosis in some part of the 
tonsillar tissue of the throat. In this, the 
so-called latent, form of tonsillar tubercu- 
losis the lesion is not recognizable except 
under the miscroscope, and the clinical ap- 
pearance of the tonsil is exactly the same 
as though there was no tuberculous lesion. 
Probably 90 per cent of the cases of tuber- 
culous adenitis of the neck are due to infec- 
tion from the tonsillar tissues, and I believe 
that the surgeon who operates upon cervical 
tuberculous adenitis without paying atten- 
tion to the tonsils is neglectful of the best 
interests of his patient. 

In pulmonary tuberculosis the faucial ton- 
sils practically never escape involvement if 
the disease exists in an active state for any 
considerable length of time, though only in 
a very small number of cases is the condi- 
tion clinically recognizable. When the ton- 
sillar lesion can be easily recognized the dis- 
ease has reached a very advanced stage, and 
probably the greater part or the whole of 
the tonsil is involved in the process. The 
early miliary tubercle is found generally 
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deep in the tonsil near its capsule, and there 
must be considerable destruction before the 
disease reaches the surface. Fortunately 
the tonsil is very resistant to the destructive 
action of the tuberculous toxin, and small 
lesions in the tonsil may exist for a long 
while in a quiescent stage without caseation 
or may gradually be surrounded by a fibrous 
capsule and become cicatrized. Further, 
while this condition is existing in the tonsil 
the lymph nodes of the neck, infected from 
the tonsils, may be progressing rapidly to 
complete caseation. I have demonstrated 
this condition experimentally on the hog, 
and have seen anatomical proof of it in the 
human being. 

Tuberculosis of the faucial tonsils, which 
can be recognized clinically, has generally 
advanced to the ulcerative stage. The ton- 
sil appears as a whole, or in part, enlarged, 
somewhat more translucent, slightly paler, 
and more or less superficially ulcerated. 
Deep ulceration is generally due to sec- 
ondary infections and is more common in 
advanced pulmonary disease. Close inspec- 
tion of the diseased area will show, espe- 
cially around the edges, minute grayish- 
white tubercles. If the disease should 
spread to the surrounding structures, the 
ulcerative process becomes more distinct. 

The treatment of recognizable tonsillar 
tuberculosis consists in the eradication of 
the disease, and as it is impossible to know 
the extent of the tonsillar involvement, this 
means eradication of the entire tonsil or the 
greater part of it. A partial removal of 
the tuberculous faucial tonsil with cutting 
instruments is in my mind an unwatrantable 
procedure, because it not only does not re- 
move the lesion but opens both lymph spaces 
and blood-vessels to the possibility of in- 
oculation from the diseased area. Re- 
peated cauterizations or removal of the en- 
tire tonsil or a part of it with the cautery 
snare are the safest and most efficient meth- 
ods of treating tuberculosis in this location. 
Swabbing, spraying, and such are valuable 
in lessening the secondary pyogenic infec- 
tions, but, of course, have no influence on 
the deeper-lying tubercles. In those cases 





in which we are operating only on the sus- 
picion of a tuberculous lesion being present, 
as in tuberculous cervical adenitis, it is jus- 
tifiable to remove the tonsils in the ordinary 
manner provided we do an extra-capsular 
operation. 

Pharyngeal Tuberculosis. — Tuberculous 
lesions on the pharyngeal wall become ulcer- 
ative at a very early stage and are rarely 
recognized before the tubercle has broken 
down. These ulcers, I believe, almost al- 
ways begin in the lymph follicles, either in 
those situated on the posterior pharyngeal 
wall, or in the larger masses which are 
located on the lateral folds of the pharynx. 
The degree of infiltration is somewhat de- 
pendent upon the thickness of the lymphoid 
tissue in which the infection starts, and the 
tuberculous lesion of the lateral fold of the 
pharynx may show distinct tumor formation, 
with more or less plainly visible tubercles. 
The appearance of the ulcer on the pos- 
terior pharyngeal wall is fairly typical. It 
is apparently not of great depth and is sit- 
uated on an elevated area, the ulcerative 
process occupying not quite the whole ex- 
tent of the elevated area. The edges merge 
gradually and are not sharply defined, and 
the face of the ulcer is covered with a muco- 
purulent secretion which can be readily re- 
moved with a swab, and at places definite 
tubercles can be easily made out. The sub- 
jective symptoms of pharyngeal tuberculo- 
sis present nothing peculiar, the diagnosis 
resting solely upon the clinical picture pre- 
sented and the microscopical examination 
for tubercle bacilli, or, at times, upon pieces 
removed for histologic study. It must be 
remembered, however, that primary tuber- 
culous lesions of the pharynx are very rare, 
if we exclude the fauces and pharyngeal 
tonsils, and that the presence of a pul- 
monary lesion must be regarded as very 
important circumstantial evidence in the 
making of our diagnosis. 

Tuberculosis of the pharynx is very 
amenable to treatment, and an almost posi- 
tive cure can be promised if the lesion is not 
too extensive. As is occasionally seen in 
advanced stages of pulmonary tuberculosis, 
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the palate and whole pharyngeal wall be- 
come infiltrated, and in these cases, of 
course, a cure is impossible. However, 
when the ulcer or infiltration is isolated and 
not too large, destruction of the diseased 
tissue with the electrocautery will almost 
always lead to rapid and permanent cicatri- 
zation. If the actual cautery is not con- 
venient, carbolic acid, trichloracetic acid, or 
chromic acid; judiciously applied, may ac- 
complish almost equally good results. The 
object is the destruction of the diseased area 
and the prevention of further infection from 
the sputum by the formation of an eschar. 
For protection to the pharynx it is well to 
give the patient an oily preparation with 
which to swab the throat. A _ favorite 
formula is europhen 20 grains to the ounce 
of olive oil, to which may be added some 
stimulating oil, such as eucalyptol, or oil 
of wintergreen, should there, as is often the 
case, be dryness of the pharyngeal mucosa. 
The silver salts, as pigments, are beneficial 
in combating secondary infections. 

Laryngeal Tuberculosis—Primary laryn- 
geal tuberculosis is so rare that only two or 
three authenticated cases have been re- 
ported. This is an important diagnostic 
fact. For instance, given a_ suspicious 
lesion in the larynx without the presence 
of a pulmonary disease, we should hesitate 
very much before making a positive diagno- 
sis of laryngeal tuberculosis, while on the 
other hand the presence of the pulmonary 
lesion throws the diagnostic pendulum 
strongly toward the tuberculosis side. 

The subjective symptoms of laryngeal 
tuberculosis differ according to the loca- 
tion of the lesion. When the epiglottis 
alone is involved, there is very little or no 
voice change, but the pain and difficulty in 
swallowing are most intense. Should the le- 
sion be limited to the arytenoepiglottic fold, 
or to the arytenoid bodies, changes in the 
voice are still very slight, and the pain and 
difficulty in swallowing are very prominent 
symptoms. Cases of intrinsic involvement 
of the larynx—that is, where the disease 
does not extend beyond the internal limits 
of the laryngeal cavity—do not, as a rule, 








ORIGINAL COMMUNICATIONS. 319 


cause much pain or difficulty in swallowing, 
but the voice changes are prominent symp- 
toms; the degree and character of the 
voice change again being dependent upon 
the position as well as the extent of the 
lesion. A tuberculoma occupying the pos- 
terior commissure does not have to be of 
very great size before it produces complete 
aphonia by preventing the approximation 
of the vocal cords. Characteristic of even 
very small lesions in this part of the larynx 
is the difficulty of phonation. The voice 
may remain perfectly clear, but the patient 
experiences great effort in producing it. 
When the vocal cords are involved, changes 
in the character of the voice, such as hoarse- 
ness, are more noticeable than the difficulty 
of phonation. In these cases, complete 
aphonia is rare unless there has been total 
destruction of one or both vocal cords, and 
even then patients learn to produce a raucous 
voice by the use of the ventricular bands. 
The treatment of laryngeal tuberculosis 
may very properly be divided into two 
classes, the palliative and the curative. We 
must remember, however, that at times the 
best palliative measures are those which 
produce a cure not always of the whole 
lesion, but of such certain portions which 
from their position are of great annoyance 
to the patient. The frequency of laryngeal 
tuberculosis makes it perhaps worth while 
to go somewhat into detail concerning the 
various methods of treatment, but I shall 
speak only of local measures which, from 
my personal experience, seem to possess dis- 
tinct benefit. When the patient is brought 
to us for treatment it is first necessary for 
us to determine whether the case is one in 
which we shall attempt to make a radical 
cure, or one in which palliative measures 
are alone indicated. If we decide upon the 
radical procedure the treatment becomes 
chiefly surgical, and the only method of 
effecting a positive and permanent cure is 
the eradication of the diseased area. For 
this purpose we may either use cutting in- 
struments, such as the punch, curette, or 
biting forceps, and occasionally the snare; 
secondly, cauterization with heat by means 
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of the electrocautery; or third, the destruc- 
tion of the tissue by chemical caustics. In 
my mind by far the most useful and safest 
instrument is the electrocautery, and it is 
possible to destroy large masses of tuber- 
culomata with this instrument and to reduce 
large edematous swellings. When appli- 
cable, the best method is the ignipuncture. 
However, for ulcerations, the surface cau- 
tery with a large flat knife will accomplish 
more than the smaller point. The use of 
the punch, or other cutting instrument, is 
valuable in treating lesions of the epiglottis, 
as it is difficult to rapidly destroy the car- 
tilage with the electrocautery, and it re- 
quires a considerable length of time for the 
necrotic cartilage to become separated. The 
bleeding surface should be seared with the 
actual or a chemical cautery immediately 
after the operation. The removal of the 
entire epiglottis is not only justifiable but 
strongly indicated in cases in which there is 
deep ulceration with destruction of the 
greater part of this organ. The results of 
this operation are exceedingly satisfactory 
as far as the relief of pain is concerned, 
though for a while the patient may be an- 
noyed by the dribbling of the saliva into 
the laryngeal aperture. The act of swal- 
lowing is a little interfered with, the laryn- 
geal aperture being closed as tightly with- 
out the epiglottis as it is with it. It is sel- 
dom that the intrinsic lesions of the larynx 
need other surgical treatment than that 
which can be given by the cautery. Of 
course, for this form of treatment it is re- 
quired that the physician possess consid- 
erable laryngeal technique. 

When the disease of the larynx is so far 
advanced or the patient’s general condition 
so bad that a radical cure is out of the ques- 
tion, palliative measures must be consid- 
ered, and the chief object of these is to re- 
lieve pain and the odynphagia. The fright- 
ful suffering of advanced cases of laryngeal 
tuberculosis is one of the most distressing 
conditions with which the practitioner has 
to deal, and though we are able to a certain 
extent to allay the suffering in most cases, 
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even death is often not to be greatly re- 
gretted. The lesion which gives rise to the 
pain is generally on the epiglottis or on the 
upper edge or outer surface of the thyro- 
arytenoid fold, or the arytenoid bodies, and 
is more easily reached by local applications. 
To protect ulcerated areas against the me- 
chanical irritation of the drying mucus and 
against the more irritating influence of the 
large number of pyogenic organisms found 
in pulmonary secretions, I have found noth- 
ing of so much value as europhen oil. With 
this oil can be combined the alkaloid cocaine, 
the hydrochlorate not being soluble in oil. 
Campho-menthol may be added if desired in 
any strength, likewise the more stimulating 
oils, such as eucalyptol, oil of wintergreen, 
terebene, etc. The oil should be applied by 
means of a large cotton swab on a curved 
cotton applicator bent to conform to the 
curve of the tongue, and the application 
had best be made while the tongue is drawn 
forward. In this way it is possible for the 
nurse, or even the patient himself, to apply 
the oil or any other substance to the region 
of the upper laryngeal orifice. Autoinsuf- 
flation of powders is sometimes very useful 
and can generally be easily accomplished 
by using an ordinary glass tube. One end 
of this tube having been filled with the 
requisite amount of a finely powdered sub- 
stance, the other end is placed well back in 
the throat, and the patient closing his lips 
inspires quickly and deeply through the 
tube. A part of the powder in this way 
will be drawn into the larynx and possibly 
into the upper part of the trachea. The 
greater part of it, however, lodges around 
the laryngeal orifice and on the posterior 
pharyngeal wall. For the relief of pain, 
orthoform in some cases is of great value, 
the anesthesia lasting for several hours. It 
may be administered either as a powder in 
the manner just described, or as lozenges. 
It is probably more effective in the powder 
form. The anesthetic property of the drug, 
however, will not be manifest except on an 
ulcerated or abraded surface, as it does not 
act through mucous membrane. One of 
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the most poignant complaints of cases of 
laryngeal tuberculosis is the uncomfortable, 
and even painful, drying of the laryngeal 
mucous membrane and of the expectorated 
pulmonary secretion. Especially is this true 
in advanced stages, where the rapid breath- 
ing prevents proper nasal respiration. Oc- 
casionally an oily spray or the swabbing 
with europhen oil will help, but I have found 
a mildly alkaline spray containing one-half 
of one per cent of carbolic acid and a little 
glycerin, which the patient may use when- 
ever he chooses, of much more value. 

The number of drugs which have been 
used for treatment of laryngeal tuberculosis 
is, as in other diseases which have no spe- 
cific remedy, extremely large. The greater 
number of those recommended are prob- 
ably of little value, but some of them have 
been so highly recommended that we cannot 
lightly overlook their claim. Lactic acid, 
for instance, has been highly recominended, 
and that by many expert laryngologists, and 
may in certain cases be used to advantage. 
My own experience, however, has led me to 
entirely discard it, chiefly on account of the 
pain associated with its use. Methyl blue 
has been greatly lauded, but I myself have 
had little experience with it. The various 
silver salts, again, are useful for combating 
secondary pyogenic infections, and their 
stimulating action is sometimes of use in 
hastening the healing process following cau- 
terization or other operative procedure. 

In cases of advanced laryngeal tubercu- 
losis, when the one object of treatment is to 
relieve the pain, and when the hope of a 
cure is gone, we must finally come to that 
one last resort of the physician when faced 
with physical suffering—morphine. Its use, 
however, is permissible only when recovery 
is absolutely hopeless, though the contra- 
indications for its use lie not so much in the 
laryngeal disease as in the pulmonary in- 
volvement, 

Summary.—To summarize, I would like 
to direct your attention to several important 
facts : 

First, that the diagnosis of primary tuber- 
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culosis of the upper respiratory tract is an 
exceedingly difficult one without the aid of 
the microscope. 

Second, that the superficial lymphatic 
structures of the pharynx are by far the 
most common seat of both primary and sec- 
ondary tuberculous lesions. 

Third, that primary tuberculous lesions 
occurring in the other portions of the nose 
and throat, except the tonsillar tissue, are 
exceedingly rare, but do occur. 

Fourth, that the successful treatment of 
tuberculosis in the upper respiratory tract is 
essentially surgical, its object being the 
eradication of the diseased tissue, prefer- 
ably by methods which do not leave open 
lymphatics and blood-vessels, the actual 
cautery, to my mind, being the best instru- 
ment. 





THE COMPARATIVE DANGER OF 
ETHYL CHLORIDE AS AN 
ANESTHETIC. 

Woop, in the Journal of the American 
Medical Association of December 24, 1910, 
points out that statistics are notoriously un- 
reliable, and yet there are certain problems 
which can hardly be studied by any other 
method. A striking illustration of one of 
the causes which leads to the untrustworth- 
iness of vital statistics is found in the recent 
paper by Miller on ethyl chloride anesthesia. 


_In this paper Miller presents the statistics 


on 43,796 anesthesias with ethyl chloride, in 
which there were five deaths. In the same 
paper, however, there are references to 
some 30 fatalities occurring during ethyl 
chloride anesthesia, of which at least 20 are 
directly attributable to the anesthetic. These 
cases, however, could not be included in 
his table, because they were reported as 
isolated cases without any means of deter- 
mining the corresponding number of anes- 
thesias which had been produced with 
safety. Miller from his statistics places the 
mortality from ethyl chloride anesthesia at 
1 in 8800 cases. McCardie presents statis- 
tics of 9711 cases with four deaths of which 
he was cognizant. Of these cases 2000 
(with no deaths), the personal experience 
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of McCardie, are included in Miller’s table. 
It would seem, however, that it is only fair 
in attempting to reach conclusions as to the 
danger of these anesthesias, that McCardie’s 
statistics, although they cover a compara- 
tively small number of cases, should be 
added to those of Miller. If we do this we 
have statistics of 51,507 cases with 9 deaths, 
a mortality of 1 in 5710. The statistics on 
ether and chloroform of Coates, Gould, 
Garree, Gurlt, and others, covering several 
million cases, give a mortality from chloro- 
form of about 1 in 3500, and from ether 1 
in 15,000. From the statistical standpoint, 
therefore, ethyl chloride would seem to 
stand between ether and chloroform, but 
closer to the latter. 

This conclusion, however, is unfair be- 
cause the anesthesias by ethyl chloride have 
practically all been of but a few minutes’ 
duration, and the secondary dangers which 
occur as a result of prolonged anesthesias, 
and which have caused a considerable bulk 
of the fatalities of ether and of chloroform, 
do not come into consideration in the case 
of ethyl chloride. Ethyl chloride, on ac- 
count of the quickness and fugaciousness 
of its action, enters into competition with 
nitrous oxide gas rather than with ether. 
Lee, in reviewing the use of ethyl chloride 
at the Pennsylvania Hospital, says that, in 
spite of the comparatively high mortality 
which has followed its use at that institu- 
tion, it is “still being used for minor surgi- 
cal procedures and dressing more painful 
wounds,” and also as a preliminary to ether. 
Of twenty-two deaths reported by Luke, 
eight were in dental cases. It is evident, 
therefore, that the fair comparison for ethyl 
chloride is with nitrous oxide when used for 
a few minutes only. If we set alongside of 
the commonly accepted mortality for the 
latter gas so used, 1 death in 1,000,000 
anesthesias, and the figures for ethyl chlo- 
ride, 1 in 600, the danger of the agent is 
evident. 

As remarked by Miller, the safety of an 
anesthetic is to be judged by two factors: 





First, the range between the amount re- 
quired to produce unconsciousness and 
that required to kill; and secondly, the char- 
acter of the signs which indicate approach- 
ing danger. As this author points out, the 
danger-signals in ethyl chloride anesthesia 
are such as may be easily overlooked by any 
except the most experienced anesthetist. 

There is another element of danger which 
comes to light in studying the reports of 
the individual fatalities from ethyl chlo- 
ride, and that is the extraordinary sudden- 
ness of the end. In the great majority of 
these cases death has occurred from an 
anesthesia of less than five minutes; in one 
instance the patient was dead within half 
a minute from the beginning of the inhala- 
tion. 

McCardie calls attention to the high mor- 
tality from this anesthetic in England as 
compared to the European continent, which 
he believes is due to the fact that it is 
habitually administered in that country by 
the “closed” method. A number of experi- 
enced anesthetists are in accord with this 
view. 

While the author may perhaps seem un- 
duly harsh in his condemnation of an anes- 
thetic which has given good results in the 
hands of a number of anesthetists of large 
experience, it is because of his profound 
conviction that the freedom with which this 
drug is being employed by inexperienced 
and untrained persons, with the idea that 
it is practically as safe as nitrous oxide, is 
little short of criminal. In this country, 
especially outside of large cities, it is being 
used habitually by dentists in connection 
with the extraction of teeth. This practice, 
in the author’s belief, is one which the 
medical profession should strongly con- 
demn. The only possible advantage pos- 
sessed by ethyl chloride over gas, aside from 
the question of cost, is its portability. Such 
considerations, however, should not be al- 
lowed to stand for a moment as against the 
fact that ethyl chloride is about 200 times 
as dangerous as nitrous oxide. 
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IS HEMOGLOBINURIC FEVER DUE TO 
MALARIA OR QUININE? 





Readers of the THERAPEUTIC GAZETTE 
know full well that its pages have contained 
from time to time original communications 
upon this important subject as well as edi- 
torial opinions concerning it. 

In the January issue of the Archives of 
Internal Medicine, Dr. Charles F. Craig, 
of the United States Army, so well 
known to the profession in this coun- 
try and abroad for his excellent and illum- 


inating investigations upon malarial in- 
fection, publishes an exceedingly valu- 
able paper in which he expresses his 


very strong belief that hemoglobinuria is 
practically never due to malarial infection 
and also practically never due to the admin- 
istration of quinine for the cure of malarial 
infection. In addition to his own experi- 
ence, which is exceedingly great, in this 
country and in the Philippines, he brings 
forward a large amount of evidence derived 
from the investigations of others to prove 
that his theory is correct. After citing 
the views of who believe that 
there is a relationship between hemoglobi- 
nuric fever and the estivo-autumnal para- 
site, and of those who also believe quinine 
to be a causative agent, he goes on to show 
that although it is true that hemoglobinuric 
fever only occurs in regions where malarial 
infections are prevalent, this by no means 
proves that such attacks are of malarial ori- 
gin. Thus, he points out that hemoglobi- 
nuric fever is very prevalent and wide-spread 
in Africa, common in Sicily and Sardinia, 
but rarely occurs in Italy. In India hemoglo- 
binuric fever occurs in very limited localities, 
although a large part of the country is in- 
tensely infected with malaria. So, too, in 
Trinidad, where malarial infection is severe, 
blackwater fever is almost unknown unless 
it comes from regions in which such condi- 
tions are common, as Tobago—in other 
words, unless it occurs in imported cases. 
Some of the worst malarial portions of Italy 


those 
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have never seen a case of hemoglobinuric 
fever, and the same is true of the Straits 
Settlements, the islands of Polynesia, and 
the countries of South America as well as 
of the Philippines. Thus, in 1902, the Phil- 
ippine census gave the total number of 
deaths from malarial fever as 118,476, and 
yet not a single death is recorded as having 
teen due to hemoglobinuric fever, and in 
Craig’s own experience in those portions of 
the Philippines where malarial infection is 
most intense and pernicious, hemoglobinuric 
fever never occurred. 

It is impossible for us to quote all the ex- 
cellent evidence which Craig presents to 
prove that there is no relationship between 
blackwater fever and malarial infection, nor 
is it possible for us to discuss the views 
which he advances in favor of this condi- 
tion being due to an associated infection 
with some other parasite; but it is difficult 
to read what he has to say on this subject 
without being convinced of the correctness 
of his views. Indeed, he practically proves 
that even when hemoglobinuric fever exists 
side by side with malarial infection, the con- 
dition is probably due to an associated infec- 
tion, and not to the presence of the malarial 
parasite. 

Concerning the relationship between qui- 
nine and hemoglobinuric fever, he produces 
strong evidence that in those cases in 
which quinine has been given and hemo- 
globinuria has developed, it has been a co- 
incidence, not cause and effect. Of course, 
hemoglobinuria occurs in many persons who 
have never received quinine, and does not 
appear in thousands of cases of malaria that 
have received heroic doses of this drug. If 
quinine was really the cause of hemoglo- 
binuria in malaria, it ought certainly to 
produce this condition in a larger percent- 
age of cases than it has done, and Craig 
thinks that he has not only proved that there 
is no relationship between quinine and 
blackwater fever, but also that he has 
proved that the red blood-corpuscles of pa- 
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tients suffering from disease are as resistant 
to quinine as the red cells of the normal in- 
dividual. 

Finally, he asserts that the symptomatol- 
ogy and pathology of hemoglobinuric fever 
are distinctive, and unlike any form of fever 
with which we are acquainted, although he 
admits that the parasite which is responsible 
for the development of hemoglobinuria has 
not yet been isolated. Possibly this is be- 
cause of the limited powers of our ordinary 
microscope, the case resembling in this re- 
spect the infecting agent of vellow fever, 
and it is possible original research on ani- 
mals with materials obtained from hemo- 
globinuric patients may throw considerable 
light upon this important question. 

We are particularly interested in Craig’s 
conclusions because we expressed the view 
that hemoglobinuric fever was probably due 
to the presence of an associated parasite a 
number of years ago. 

It is an interesting coincidence, however, 
to find that in the February issue of the 
Archives of Internal Medicine Dr. Walter 
Brehm, of the Colon Hospital in the Pan- 
ama Canal Zone, discusses the treatment of 
blackwater fever and seems to be thoroughly 
convinced, as a result of his experience, that 
pernicious malarial fever does produce 
hemoglobinuria, and cites cases in large 
numbers which serve to support his 
views concerning the relationship of quinine 
to hemoglobinuria. He asserts that he is 
sure that a few attacks are precipitated by 
quinine, although a large proportion of them 
occur without the influence of this drug, and 
he quotes Deaderick’s statistics in regard to 
the treatment with quinine, which showed a 
mortality-rate of 25.9 per cent with quinine 
and 11.1 per cent without quinine. He ad- 
mits that in an early paper he was strongly 
convinced that quinine was indicated in 
malarial hemoglobinuria, and that it should 
be given in large doses, considering it to be 
almost a specific, but he now thinks this 
view erroneous, and wishes to abandon it, 
believing that in many cases the drug is cer- 
tainly injurious. 

In view of these contradictory state- 
ments on the part of those who have had 
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excellent opportunities of investigating this 
important subject so thoroughly, it is evi- 
dent that definite conclusions will be reached 
only by much more accurate study than has 
yet been possible. 

The question then arises, What is to be 
done by the ordinary practitioner who finds 
himself confronted by this dangerous com- 
plication or disease? We believe at the 
present time that the best answer is as fol- 
lows: Given a case of hemoglobinuria, in 
which an examination of the blood shows 
without doubt the presence of the estivo- 
autumnal parasite, quinine should be given 
in a dose which is adequate to destroy the 
parasite, and yet one which is of the small- 
est possible size to produce such an effect. 
In view of the difficulties which exist in re- 
gard to the absorption of the drug from 
the stomach we believe that the intramus- 
cular injection of the bihydrochloride of qui- 
nine under strict antiseptic precautions will 
possibly give the best results. In cases in 
which a careful examination of the blood 
fails to reveal the presence of the malarial 
parasite, we think that the present evidence 
forbids the use of quinine even if the physi- 
cian suspects from the clinical manifesta- 
tions of the case that this parasite is present. 





SCOPOLAMINE-MORPHINE ANES- 
THESIA IN LABOR. 


The use of scopolamine and morphine to 
produce anesthesia when given by the 
mouth, or, as more commonly administered, 
by the hypodermic needle, has now been 
employed for a sufficient length of time and 
in a large enough number of cases to indi- 
cate very clearly its advantages and disad- 
vantages. So far as this combination is 
concerned for the production of general 
surgical anesthesia we believe that the ver- 
dict of the profession is unfavorable; in 
other words, that the volatile anesthetics 
which are taken by inhalation are, taking it 
all in all, far preferable in their reliability 
and in their safety when properly adminis- 
tered. On the other hand, we believe it to 
be equally true that the use of scopolamine 
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and morphine, prior to the administration 
of a general anesthetic by inhalation, is now 
recognized by a large number of surgeons 
as being a very useful practice and one 
which puts aside many of the disagreeable 
symptoms of early anesthesia, and also pre- 
vents some of the disagreeable complica- 
tions which are prone to arise during the 
use of ether or chloroform. By the em- 
ployment of morphine and scopolamine half 
an hour, or an hour, before the anesthetic is 
inhaled, a large amount of anticipatory 
dread is put aside or diminished, and the 
patient’s nervous system is so serene and 
placid that he passes under the influence of 
the ether more easily and more rapidly. In 
other words, the use of 1/150 grain of 
scopolamine with 1/8, 1/6, or 1/4 grain of 
morphine is not followed by any disagree- 
able effects ; whereas the frequent repetition 
of doses, approximately of this size, in order 
that no other drug need be employed is dis- 
advantageous. To put the matter differ- 
ently, scopolamine and morphine are useful 
for the production of what has been well 
called “twilight anesthesia,” a state some- 
what allied to that which exists between 
consciousness and sleep, and to which Dr. 
S. Weir Mitchell has applied the term “the 
predormitium.” 

In connection with the use of scopolamine 
and morphine in obstetrics it is evident that 
the conditions which are present are quite 
different from those which exist in ordinary 
surgical cases. In the great majority of in- 
stances it is not desirable to thoroughly anes- 
thetize or cause complete unconsciousness 
in the parturient woman. On the contrary, 
“twilight anesthesia” is what is most de- 
sired, whereby the intensity or acme of the 
suffering is diminished yet the patient is not 
completely beyond the control of the ob- 
stetrician. 

In the British Medical Journal of Janu- 
ary 28, 1911, Freeland and Solomons record 
their experiences with scopolamine-mor- 
phine anesthesia in labor as practiced at 
the Rotunda Hospital in Dublin. They 
studied its value in a series of cases, namely, 
100 primiparze, choosing primiparz because 
in these cases the labor is usually more dif- 
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ficult and also because the conditions in each 
instance are more nearly identical. Fur- 
thermore, the average duration of labor is 
longer in primiparz, and complications, such 
as postpartum hemorrhage and adherent 
placenta, are less frequently met with. It is 
interesting to note that they confined their 
tests to those which were delivered in the 
labor ward when it was quiet and compara- 
tively empty, as it has been long recognized 
that “twilight anesthesia” can be produced 
best in those who are surrounded by quiet 
and not by noise. They also excluded all 
patients who were already quiet and undem- 
onstrative and all those who came in well 
advanced in labor. They found the best 
method was to administer 1/120 grain of 
scopolamine and 1/6 grain of morphine, the 
scopolamine being repeated by itself when 
the first dose of the two drugs seemed in- 
adequate. 

The points which they specially investi- 
gated were as follows: The power of this 
treatment to relieve pain; its influence on 
the force of the pains; its effect on the 
child, with special reference to the question 
of whether the child was less affected 
when the delivery was prompt than when 
it was slow; the necessity for watching the 
patient; and lastly, the occurrence of ab- 
normalities, such as delayed labor, forceps 
delivery, lacerated perineum, retained pla- 
centa, and postpartum hemorrhage. 

They found one dose often sufficed to 
cause somnolence, and very frequently deep 
sleep during as well as between pains, which 
is the more noteworthy in view of the fact 
that their selected patients were particularly 
noisy and demonstrative. Ten of the wom- 
en exhibited complete analgesia, having no 
knowledge of pain even when the child was 
born. In 57 cases there was a marked ef- 
fect, the sleep between and often during the 
pains being present with great decrease in 
suffering. In 20 cases the effect was fairly 
good, but the patients did not sleep at all. 
In 13 there was no effect whatever, but in 
four of these the drug was lost by vomiting, 
it having been given by mouth. In eight too 
small a dose was used. In none of these 
13 was the dose repeated. In only one pa- 
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tient after two doses by the mouth and one 
by hypodermic injection was there no re- 
sult. 

Freeland and Solomons conclude, after 
an interesting description of a large number 
of observations in which the duration of la- 
bor and complications were carefully con- 
sidered, that the dose of the two drugs we 
have named, given usually in single dose, is 
adequate; that in the majority of cases it 
may be given advantageously by the mouth; 
that it is not only unnecessary but unde- 
sirable to keep patients in a darkened room; 
that the patient should be carefully watched, 
but that this can be equally well done either 
by the nurse or by the doctor; that no ill 
effects to either mother or child need be 
expected ; and that the employment of this 
method finds its chief usefulness in the first 
stage of labor, there being no fear of rapid 
delivery following its use. 

It seems to be important not to administer 
the morphine and scopolamine until the 
physician is certain that the labor is actually 
in progress. In two instances in which 
children were born dead the mistake was 
made of giving this treatment fifteen and 
twenty-six hours respectively before deliv- 
ery, but Freeland and Solomons seem to 
believe that these cases were obviously ones 
of uterine inertia, and this cause and not 
the scopolamine was responsible for the 
death of the children. Comparing the re- 
sults they obtained in 100 other cases in 
which scopolamine and morphine were not 
used, the conditions were more favorable 
in those who received these drugs than in 
the others. 





THE DIGESTIBILITY OF CHEESE. 





We think it is generally held by the pro- 
fession that cheese is not a particularly di- 
gestible article of diet, but we believe that 
it is generally recognized as offering a cheap 
and exceedingly nutritious foodstuff. Our 
attention has been called to this matter by 
a recent publication of the Department of 
Agriculture, Circular 166, Bureau of Ani- 
mal Industry, in which a careful study has 
been made of this subject, the report being 
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given us by Doane. Careful investigations 


_were made in regard to the different kinds 


of cheese, and studies were made upon hu- 
man beings to determine the digestibility 
and nutritive value of various cheeses. 
Doane believes that the cheapness and di- 
gestibility of cheese will lead to its being 
employed in larger and larger quantities ; 
that it is a very healthy food, and is par- 
ticularly advantageous to the laboring 
classes, this holding true in regard to all 
kinds of cheese. Comparing its nutritive 
value with other highly nitrogenous food 
materials, he points out that no kind of 
meat, excepting dried beef, carries such a 
large percentage of proteid as cheese, and 
even dried beef contains a much greater 
percentage of water; fresh beef, weight for 
weight, has little more than one-half the 
food value of cheese in either protein or 
fat, and this holds true practically of all 
fresh meats, except bacon or fat pork, but 
their food value is mostly in fat, which can 
be, and is, replaced to a great extent by the 
carbohydrates of vegetables at small cost. 
He points out, finally, that there was an ab- 
solute lack of any disturbance of the gen- 
eral health of the persons who used cheese 
in large quantities in the experiments re- 
ported in this Bulletin, and furthermore, 
that those peoples who rely largely upon 
cheese as an article of diet are noted for 
athletic attainments and physical endurance. 





SPINAL ANESTHESIA. 





To the reader of current literature it is 
obvious that the general interest in spinal 
anesthesia incident to the enthusiasm of a 
few reporters has waned, and though at the 
present time many surgeons employ it in in- 
dividual cases and some as a routine prac- 
tice, it is regarded as a distinctly less satis- 
factory method than general anesthesia by 
ether. 

Brownlee (Practitioner, February, 1911) 
gives the credit of the first experiments on 
this subject to Corning, who in 1885 inject- 
ed 2-per-cent solution of cocaine between 
the eleventh and twelfth dorsal vertebre, 
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hoping that it would be absorbed by the 
plexus of veins and produce its effects. 
Through cocaine he was able to produce 
anesthesia first in the lower part of the 
body and then in the arms in a period of ten 
minutes, but he could find no surgeon espe- 
cially interested to take up the subject, and 
the investigation remained unnoticed. Gen- 
eral attention was attracted to spinal anes- 
thesia by Bier, who employed the method 
clinically, and thereafter numerous publica- 
tions either lauding or condemning the 
method appeared. Bier expressed the opin- 
ion that unless a drug other than cocaine 
could be discovered spinal analgesia was not 
practicable, and with this view many of the 
experimenters fully coincided. Of the vari- 
ous drugs subsequently tried, alypin, novo- 
caine, tropacocaine, stovaine, and cerebro- 
spinal fluid have been employed. As to the 
relative safety of the methods Strauss com- 
piled a table showing 25 out of 46 deaths 
due to cocaine in spinal analgesia, leaving 21 
deaths in 15,842 cases where other drugs 
were used, or 1 in 754. Only three were 
stated to be clearly due to the anesthetic. 
Tuffier states that with ten years’ experi- 
ence and many thousands of cases he has 
had no deaths and no late development of 
serious nerve lesions. Torrance collected 
5350 cases with five deaths in the Continen- 
tal clinics. Kader lost four patients on the 
operating table out of 1907 cases. 

These figures show that even though 
spinal analgesia may be useful to medical 
men of the present, it is not free from dan- 
ger. The figures, however, put the best 
possible complexion on spinal analgesia. 
The by-effects may be due as much to al- 
tered pressure in the dural sac as to the in- 
jection of a toxic drug, for they are known 
occasionally to follow simple lumbar punc- 
ture without injection of any drug. They 
include headache, sickness, spinal neuralgia, 
ocular paralysis, retention and incontinence 
of urine, respiratory paralysis, paraplegia, 
meningitis, albuminuria, cystitis, paralysis 
of the bladder and rectum, and persistent 
insomnia. Kurzwelly, of Stuttgart, found 
that postoperative pneumonia occurred as 
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commonly after spinal as after general an- 
esthesia. Perhaps the most serious of the 
by-effects is respiratory paralysis, lasting 
for periods varying from ten minutes to five 
hours. Vomiting is sometimes very severe 
and persistent. 

Comparing these after-effects with those 
of general anesthesia, headache is, of 
course, frequently experienced after the lat- 
ter, and also sickness, but less with the open 
methods than when a closed apparatus is 
used. Postoperative pneumonia is looked 
on almost as a natural sequence to general 
anesthesia in some cases, and especially to 
ether administration. 

The condition of acid intoxication, how- 
ever, appears to be peculiar to general anes- 
thesia, but until more is known of the path- 
ology of this obscure condition, it seems un- 
fair to attribute it entirely to the anesthetic. 

W. Speilmeyer has examined histologi- 
cally the nervous system of thirteen persons 
who died after the injection of stovaine into 
the spinal canal; of these, seven had re- 
ceived doses varying from .1 to .12 gramme, 
and six received .05 to .07. Stovaine was 
the direct cause of death in one case—a de- 
crepit woman suffering from total prolapse 
of uterus. A second died one and a half 
hours after the injection, while all others 
died of causes independent of anesthesia 
between two and eight days after operation. 
The necropsies were carried out within a 
few hours of death, and portions of brain, 
medulla, and spinal cord were fixed and 
stained. Of 13 cases, 9 did not show any 
characteristic changes. 

The case in which death was due to the 
stovaine showed marked chromatolytic 
changes of the ganglia distributed all over 
the nervous system. Changes of this kind 
are met with in cases in which disturbances 
in the respiratory and circulatory systems 
have taken place, and Speilmeyer does not 
consider that stovaine was the direct cause 
of the degenerative process, but that it acted 
primarily on the respiratory system and pro- 
duced the changes indirectly. The other 
three cases showed changes in the large 
polygonal cells of the anterior horn of the 
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cord. The cell bodies were swollen and 
rounded, and the solution of chromatin, es- 
pecially in the neighborhood of the nuclei, 
was advanced in proportion to the degree 
of swelling. In these cells, in which con- 
siderable degeneration had taken place, the 
nucleus was found to be displaced toward 
the periphery, and the contents of the cell 
appeared pale and homogeneous. 

The distribution of the changes was im- 
portant. Only the large polygonal cells 
were affected, and only a few of these 
seemed to be picked out. In experiments 
on dogs and monkeys similar chromatolytic 
changes in the ganglia cells were seen after 
injection of stovaine into the subdural space. 
In animals these changes in the polygonal 
cells of the anterior horn were limited to 
the dorsal, lumbar and sacral region. There 
were also track degenerations in the poste- 
rior columns. Speilmeyer does not consider 
that changes of this kind could be produced 
by mechanical causes, as he injected water 
and saline into the subdural space of dogs, 
but failed to produce these histological 
changes. The changes referred to appeared 
to be in the nature of irreparable degenera- 
tion. 

Ocular paralysis following injection into 
the subdural space has occurred in a num- 
ber of cases. Usually the sixth pair was 
affected; in one case the fourth, once 
the third and sixth together, and in one case 
there was complete ophthalmoplegia exter- 
na. The paralysis of the sixth nerve has 
been unilateral in two cases. It makes its 
appearance from the fourth to the twentieth 
day, and usually disappears in from five to 
forty days. In one case published it lasted 
six months. Asche gives the figures as 1 
per cent; Werner and Degreave, 2 per cent ; 
Chopat and Pascalis, about 4 per cent. 

The fact that spinal analgesia while abol- 
ishing pain leaves the patient fully conscious 
of his surroundings does not seem to be an 
unqualified blessing. Some patients would 
much rather not be aware in any shape or 
form of what is taking place. So much is 
this the case that some investigators have 
practiced the administration of hyoscine and 


THE THERAPEUTIC GAZETTE. 








morphine along with spinal analgesia, while 
others have suggested and carried into prac- 
tice the administration of ether to do away 
with the element of consciousness of the 
surroundings. This is complicating the 
practice of anesthesia quite unnecessarily. 
When complete unconsciousness to pain 
and the surroundings can be procured by 
general anesthesia (ether or chloroform), 
it is surely an unnecessary elaboration, not 
to speak of the very doubtful benefit, to load 
the patient’s system with a multiplicity of 
toxic substances. 

This excellent review of the whole subject 
proves as definitely as this can be done by 
figures that the mortality-rate of spinal an- 
esthesia in the hands of the expert is not 
materially greater than that of general an- 
esthesia, given as it often is by those not 
specially skilled in its use; that within its 
indications it is a thoroughly efficient meth- 
od; and that aside from the direct mortality 
the danger of secondary nerve degeneration, 
though always present, is extremely slight. 
While these arguments in its favor are not 
likely to cause it to be substituted for ether, 
they are certainly of sufficient force to make 
its use more popular where pronounced 
contraindications for general anesthesia are 
present. 


LIGATURE OF THE INFERIOR VENA 
CAVA. 


Although wounds of the vena cava oc- 
curring during the course of extensive sur- 
gical operations required for the removal 
of diseased kidneys or of postperitoneal 
growths are by no means uncommon the 
records of such accidents are relatively few, 
since these cases usually terminate fatally. 

The fact that such accidents occur has 
stimulated experimental work, which has 
been sufficiently corroborated to justify cer- 
tain beliefs as to the consequences which 
may be expected when because of a wound 
and for the control of hemorrhage a ligature 
is applied to the inferior vena cava. Gosset 
and Lecéne, for instance, basing their con- 
clusions on the fact that the venous system 











of the dog in so far as the vena cava is 
concerned is accurately comparable to that 
of man, note that a ligature placed beneath 
the renal veins is entirely innocuous, the 
animal not even suffering from edema. If, 
however, the ligature be placed above the 
point of entrance to the renal veins death 
invariably results. The same occurs if the 
ligature be placed both above and below the 
renal veins. With these conclusions Leotta 
is thoroughly in accord. He notes, further- 
more, that if the ligature be placed so that 
the entrance of one renal vein is below the 
point of tying, whilst the other is above it, 
33 per cent of animals perish. 

Bejan and Cohn (Revue de Chirurgie, 
No. 3, 1911) have corroborated by a recent 
experimental research the generally accept- 
ed belief that ligature of the vena cava be- 
low the point of entrance of the renal veins 
produces no ill result. They further show 
that if the ligature be so placed that one 
of the renal veins is included the circulation 
in the kidney of the ligated vein is readily 
reéstablished by the vascular system of the 
upper pole, which anastomoses with the 
suprarenal, the abdominal and parietal, and 
the diaphragmatic veins of the same side. 
If the ligature be placed immediately above 
the renal veins and involves also the left 
suprarenal, complete restoration of circula- 
tion is possible. They note, however, that 
they have been able to find recorded but a 
single case of complete ligature of the vena 
cava above the point of entrance of the 
renals, which was followed by complete re- 
covery. In all instances where the ligature 
was placed above the right suprarenal death 
promptly followed. 

They regard this communication as of 
importance, since it seems to show that in 
case of emergency the ligature may be 
placed either at the renal vein or upon the 
cava above the entrance of this vessel with- 
out necessarily entailing either the loss of a 
kidney, or when the cava is involved, the 
death of the patient. The result of any 
single case must, however, be uncertain and 
must to a large extent depend upon indi- 
vidual peculiarities. 
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The modern development of vascular su- 
ture makes it possible in some cases to 
substitute for ligature suture, a method dis- 
tinctly to be preferred when applicable. 
There will happen, however, conditions 
when suture is not applicable and when li- 
gation is imperative. It will then doubtless 
be a source of satisfaction to the surgeon to 
know that ligation thus practiced gives at 
least a fair hope of success. 





POLYCYSTIC KIDNEY. 





Accepted knowledge in regard to poly- 
cystic kidney is summarized by the state- 
ment that it is a bilateral enlargement grow- 
ing slowly for years and is unattended by 
hematuria. There is usually associated mod- 
erate hydronephrosis, and such cases are 
subject to nephrolithiasis and pyelitis. Diag- 
nosis is based upon the slow enlargement, 
thus distinguishing it from sarcoma. The 
bosselated surface of the tumor, its failure 
to be distinctly outlined by the #-rays, and 
the symptoms of a progressive renal incom- 
petency are characteristic features. The 
diagnosis is usually made post mortem. 

In regard to the treatment of this condi- 
tion, nephrectomy is regarded as always 
contraindicated; nor is nephrotomy advis- 
able, excepting when complications such as 
a rapidly progressing infection develop. 

Pousson (Annales des Maladies des Or- 
ganes Génito-urinaires, vol. i, No. 5, 1911) 
on the basis of his clinical experience pre- 
sents some new thoughts upon the subject. 
The case on which he operated was a wo- 
man thirty-four years old, in previous per- 
fect health, who was suddenly seized with 
pain in the hypogastric region, which per- 
sisted for some months and was attended 
by vomiting and headache. The patient 
herself discovered an abdominal tumor. 
The pain gradually got better until the pa- 
tient was able to move about. Some months 
later she had a recurrence of her acute at- 
tack. Examination showed both kidneys 
large, the right bosselated and very tender. 
The functions of the two kidneys were 
about equal. There was deficient elimina- 
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tion and some albumin and blood. The di- 
agnosis of polycystic kidney was made, one 
which Pousson holds is not only possible 
but often easy, the distinction trom chronic 
nephritis being based on tumor and on pain. 
Although the lesion is usually bilateral, it 
must be borne in mind that Luzatto in 1900 
collected 226 cases, of which 41 were uni- 
lateral. As to the etiology, Pousson believes 
that the cysts are of inflammatory origin. 

Concerning the management of these 
cases, when the enlarged organs produce 
symptoms of pressure, give rise to hema- 
turia, uremia, oliguria, anuria, or become 
infected, Pousson believes that there should 
be no hesitation in applying to them the 
same treatment which would be applied to 
kidneys diseased in other ways. 

In the case reported he operated because 
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of the intense pain which the patient suf- 
fered and because of the partial suppression 
of function. The operation was followed 
by complete relief of suffering, by increased 
secretion of urine, by cure of the headache 
and the cramps. This nephrotomy was 
practiced two years ago. 

Another case operated on three years ago 
has been entirely well ever since and has 
resumed his trade as carpenter. 

In a third case he removed a polycystic 
kidney five years ago. He has been able, 
moreover, to collect 42 other cases. There 
were 38 cases of nephrectomy with nine 
deaths, three only from renal insufficiency, 
three nephrotomies with two deaths, and 
one decapsulation with one death. 

Pousson’s plea is for prompt interven- 
tion when it is indicated by complications. 





REPORTS ON THERAPEUTIC PROGRESS. 


LONG-CONTINUED HIGH BLOOD- 
PRESSURE. 

In the Medical Record of December 31, 
1910, SHELDON in considering this subject 
says that as regards treatment he thinks it 
is clear that in cases where high tension 
has been long continued we have an unal- 
terable pathological condition. Therefore 
we must concentrate our efforts on prophy- 
laxis. As long as physicians neglect to in- 
clude in routine examination the taking of 
blood-pressure we shall see these advanced 
cases. An apparently insignificant rise of 
20 to 40 mm. is worthy of attention, and it 
is the duty of the physician to ascertain the 
cause of this increased pressure, and to 
remove it, thus preventing the inevitable 
bad results. In a number of cases the cause 
of heightened pressure is simply an irra- 
tional mode of life, and when this is cor- 
rected the pressure falls to normal again. 
Careful attention to the many etiological 
causes of high blood-pressure will suggest 
its cure in the early stages. Too often the 


high tension is treated with vasodilators, as 
if it were in itself a disease, whereas ob- 
servation should have been directed to the 





cause and its removal. One cannot lay too 
much insistence on the fact that high ten- 
sion is only a signal with its red light to 
warn the physician of a danger that lies in 
the pathway and menaces the life of his 
patient. 

When the high pressure has been long 
continued and a pathological condition es- 
tablished, efforts must be directed toward 
maintaining compensation. In one respect 
at least we are dealing with a condition 
similar to that which exists in valvular 
lesions, namely, a leakage. If, as often 
happens, the arterioles are incapable of dila- 
tation we must consider the effect alone on 
the heart. The question arises: Is or is 
not the heart compensating? If it is, we 
must do all we can to keep it so, urging an 
easy life with much rest and moderate ex- 
ercise, a sensible diet, baths, and massage. 
If the heart is not compensating the high 
tension seems no contraindication to digi- 
talis. Indeed, according to the author, it is 
quite possible for the alternating pulse to 
disappear under the use of that drug, which 
is contrary to Dr. Mackenzie’s experience. 
Chloral sometimes has a magical effect in 





REPORTS ON THERAPEUTIC PROGRESS. 331 


restoring the circulation without very often 
greatly affecting blood-pressure, and one is 
at a loss to explain its effect unless a great- 
er amount of sleep and a sense of equa- 
nimity are responsible. Potassium iodide 
after prolonged use in some cases reduces 
systolic pressure and lowers the pulse-pres- 
sure. Its effect, therefore, must be attrib- 
uted to the actual changes it brings about 
jn the arterial wall. The ordinary vasodi- 
lators have not met with favor in the 
author’s practice, as he has been unable to 
reduce the blood-pressure with them and 
has produced disordered stomach and head- 
ache. Moreover, if the arteries are so de- 
generated that they will not maintain nor- 
mal pulse pressure, it seems illogical to try 
to dilate the arteries, as by so doing we 
would too greatly lower diastolic blood- 
pressure, and the heart responding to the 
reflect would have to pump the harder to 
maintain a balance. 

With regard to the headache and dizzi- 
ness supposed to be due to high pressure, 
the author asserts he has again and again 
seen them disappear with laxatives and diet, 
with no change in blood-pressure. Most of 
his cases had excessive indican in the urine, 
and the author is inclined to believe that 
the headache and dizziness are due more to 
intestinal putrefaction than to high pres- 
sure. 





SHOULD ECLAMPTIC MOTHERS 
NURSE THEIR NEW-BORN? 

GOoDALL in the American Journal of Ob- 
stetrics for January, 1911, answers this 
question as follows: 

1. In a mother profoundly toxemic and 
jaundiced, the author thinks it well to feed 
artificially for a few days, and have the 
breasts pumped dry once or twice after the 
maternal toxemia has improved and before 
the child is allowed to nurse. 

2. If the maternal convulsions come. on 
postpartum (these are the most dangerous 
cases for the nursing infant), then allow 
the maternal elimination to go on until she 
is freed from the greater part of her toxe- 
mia, and then empty the breasts before al- 
lowing the child to nurse. 


DIAGNOSIS AND TREATMENT OF 
PNEUMONIA IN INFANCY 
AND CHILDHOOD. 

PARRISH in the American Journal of Ob- 
stetrics for January, 1911, in writing on 
this topic says of the treatment of bron- 
chopneumonia that as this is a much more 
serious disease than lobar pneumonia 
careful treatment is of greater importance. 
More than any one thing the cold-air treat- 
ment will help the infant’s respiratory, 
nervous and digestive systems. It slows 
respiration and tends to prevent atelectasis ; 
it quiets the nervous system; it stimulates 
the appetite and increases the digestive 
strength. As the infant’s power of diges- 
tion is its main source of strength nothing 
should be done that could impair it. The 
food must be carefully regulated. A com- 
mon mistake is giving food too often, too 
strong, or in too large quantity. The pa- 
tient who does not digest his food has a 
poor chance of recovery. 

In the beginning calomel should be given 
and followed by castor oil, if the child will 
take it without a struggle. The oil is very 
efficient in cleaning out undigested food 
and the mucus which the child swallows. 
In the early stages vigorous counter-irrita- 
tion by mustard is of distinct service. 
Stomach-disturbing stimulants and expec- 
torants are contraindicated. 

Stimulants will probably be needed, but 
should be given only when positively indi- 
cated. The writer relies almost entirely on 
whisky, strychnine, and strophanthus. A 
single large dose of atropine is said to be 
good when the tubes are filling with mucus. 
Eserine sulphate will often relieve tympan- 
ites, but it cannot overcome the effects of 
persistent bad feeding nor that paresis of 
the intestinal walls that appears a short 
time before death. 

To relieve a threatening cyanosis the 
writer has used with great satisfaction a 
mustard bath at a temperature of 110° F. 
The bath should last but three to five min- 
utes. It is usually followed by a drop in 
the temperature of the infant. If fever is 
causing disturbance it should be relieved as 
in lobar pneumonia. Finally, and of some 
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importance, if the child is sick enough to lie 
quietly in one position, we should never 
forget to instruct the nurse to change the 
position every couple of hours, and occa- 
sionally lay the child across her lap face 
downward. 





CHLOROFORM AND ETHER. 


Woop in an article on this topic in the 
Journal of the Michigan State Medical So- 
ciety for January, 1911, says that both as 
regards the clinical symptoms and the au- 
topsy findings there exists a close analogy 
between the eclamptic toxemia and the post- 
anesthetic poisoning from _ chloroform. 
Therefore when more or less profound 
anesthesia is required for several hours in 
recurring eclamptic convulsions, chloroform 
is contraindicated for fear that the liver, 
which is already much damaged by the dis- 
ease, may be subjected to further injury of 
like character from the chloroform. 

The considerations just stated have made 
it seem advisable to abandon the routine 
use of chloroform for operative work in 
obstetrics. So, ether given by the drop 
method on an open mask has been used 
instead in the Michigan University clinic, 
and the results have been very satisfactory. 
Ether would seem to be especially indicated 
in the abdominal Czsarian section, where it 
is of paramount importance to secure 
prompt uterine contraction following the 
delivery of the child. Once in a vaginal 
Cesarian operation which was begun under 
chloroform, it became necessary to substi- 
tute ether because the pulse quickly dropped 
to fifty. After changing to ether no fur- 
ther trouble was encountered. 

The next question which naturally arose 
was, Why use chloroform at all in routine 
obstetric work? Who can tell when an 
anesthetic is begun in the second stage how 
long its administration may be necessary, or 
when operative interference with preferably 
ether anesthesia may be demanded? If the 
custom of the physician is to administer 
chloroform in normal labor, will he not also 
give it for his operative cases? Why not re- 
verse the present practice and make ether 
the usual anesthetic and chloroform the ex- 
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ception, to be given to none but selected 
cases? 

The first thing to decide in trying to an- 
swer this question is if it is possible by us- 
ing ether to secure a satisfactory “half 
anesthesia,” such as is required for the 
ordinary delivery. 

During the past year there have been one 
hundred and one confinements in the Uni- 
versity Hospital Maternity, and ether has 
been used in the majority of these cases 
with great satisfaction. In no case has 
there been any difficulty in the resuscitation 
of the child, even when large amounts of 
ether have been given for as much as two 
hours in tedious, slow second stages in 
primipare. Though there was several times 
a distinct tendency to postpartum hemor- 
rhage after chloroform, there has been no 
such trouble after the use of ether. 

The technique of administration is very 
simple. At the beginning of each pain five 
to twenty drops of ether are allowed to fall 
rapidly upon any simple or improvised open 
mask which the patient may hold herself. 
The plan is to allow her to secure one or 
two deep inhalations of fairly strong ether 
vapor before the pain is well under way. 
Between pains the mask is preferably re- 
moved from the patient’s face, though it 
need not be. 

This method gives a better analgesia 
than chloroform, and personally the author 
prefers to use ether for other reasons of 
superiority as follows: The uterine con- 
tractions return more promptly after ether 
than after chloroform, and the danger of 
overanesthetization and consequent diminu- 
tion of the frequency of the pains hardly 
exists where ether is employed according 
to the technique just described. In sensi- 
tive neurasthenic women who suffer ex- 
tremely from the labor pains ether may be 
given earlier and, as judged by its physi- 
ologic effect, in greater amount than chlo- 
roform without fear of stopping the pains. 
In fact, the action of ether as a powerful 
nervous and uterine stimulant is often very 
noticeable. 

Those peculiarities of labor such as the 
increased intra-abdominal pressure, the 
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stimulation of the heart and lungs by the 
recurring pains, and the physiological hy- 
pertrophy of the heart incident to preg- 
nancy, which combined are believed to ac- 
count for the parturient’s comparative im- 
munity to chloroform, protect her equally 
well from ether, and the latter appears to 
be not only superior to chloroform for ad- 
ministration in normal labor, but would 
also seem to be safer, since its effect, unlike 
that of chloroform, is not particularly dam- 
aging to the liver and kidneys, upon which 
of all the organs the strain of the increased 
metabolism of pregnancy falls most heavily. 

Chloroform is considered to be especially 
contraindicated in acute anemia, uncompen- 
sated heart lesions, sepsis, nephritis, severe 
maternal exhaustion and eclampsia if a 
long anesthesia be required. Ether should 
not be used in quantities at night unless 
with electric lights, nor in emphysema, nor 
in acute inflammations of the lungs and 
bronchi. 





THE VALUE OF LOCAL TREATMENT 
IN GYNECOLOGICAL CASES. 

In the American Journal of Obstetrics 
for January, 1911, Younc tells us that the 
methods that may be carried out by the pa- 
tient in her own home are, in addition to 
hygiene, proper clothing, exercise, proper 
sleeping quarters, proper diet, and especial- 
ly the care of intestinal toxemia and consti- 
pation, tonics, looking toward the improve- 
ment of the appetite, digestion, and anemia, 
douches and postural treatment. The use 
of the vaginal douche by the patient is a 
most valuable adjunct to the gynecologist 
in the care of his cases; but, as usually car- 
ried out by patients, is of practically no 
value, and therefore such cases should be 
given most careful instructions, and the im- 
portance of carrying out the same im- 
pressed upon her mind. In questioning 
many patients, the author has found that 
they have used the douche in the sitting 
posture, using a pint to a quart of water. 
This procedure is quite valueless. A douche 
should be from two to twelve quarts at a 
temperature from 100° to 120°, taken in 
the recumbent position, either on the bed 
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with a douche pan or in the bath tub. A 
fountain syringe is without question the 
best instrument, with a glass Chamberlain 
tube. The flow should be slow and the 
temperature should be maintained. Medi- 
cation of the douche is at times important 
if its action is not intended to be mechani- 
cal only. The most simple form of medica- 
tion is a teaspoonful of common salt to each 
pint of hot water. Borax and boracic acid 
in the proportion of a tablespoonful to each 
2 quarts, or a combination of borax and 
bicarbonate of soda with the addition of 
menthol, make excellent and inexpensive 
douches; lysol or carbolic acid in %- to 1- 
per-cent solution; bichloride in a solution 
of 1 to 10,000 or 1 to 20,000. To loosen 
discharge the author has frequently had 
patients introduce two ounces of peroxide 
of hydrogen into the vagina through the 
fountain syringe five minutes before taking 
the douche. Where specific medication is 
required, a cleansing douche of saline or 
alkaline solution may be used, and the 
specific medication put in the last syringe- 
ful. 

It has been the author’s custom to have 
patients rest one hour if possible after tak- 
ing a prolonged douche, and if there is 
pelvic inflammation, to rest with an ice-bag 
applied to the lower abdomen. Postural 
treatment may be advantageously carried 
out by the patient to rest an anteflexed and 
anteverted uterus by assuming the Trendel- 
enburg position. In cases of retroversion, 
rest upon the face, or the knee-chest pos- 
ture, will often give relief. He has been 
very skeptical as to the value of supposito- 
ries, medicated tampons, etc., introduced by 
the patient, as it has always been his opin- 
ion that a tampon to be of any value must 
be introduced with surgical precaution, 
placed properly, and held in position by a 
dry tampon. 

The cases in which local treatment is of 
value may be outlined as follows: inflam- 
mation of the external genitalia, infections 
and inflammations of the urethra and blad- 
der, many conditions of the rectum and 
anus not mentioned in this paper, inflamma- 
tory and infectious conditions of the vagina, 
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cervix and endometrium, erosions, ulcera- 
tions or cystic degeneration of the cervix, 
cervical stenosis, uterine and pelvic conges- 
tion, local peritonitis, tubal infection, retro- 
version, and the inoperable uterine prolapse 
of elderly patients. Preparatory to opera- 
tion, local treatment has seemed to be of 
great value both in private and hospital 
practice. In the relief of postoperative 
pain, and absorption of exudate left after 
operative procedure, where infection had 
existed, the results have been most satisfac- 
tory. It is such a frequent occurrence to 
have patients come to the clinic from the 
general service of the hospital with “post- 
operative misery” that must be relieved in 
order to allow the patient to recover her 
normal health, that some method of treat- 
ment is imperative. 





PRACTICAL POINTS IN TREATMENT 
OF CARDIAC DISEASE. 

CORNWALL, in the Medical Record of 
January 14, 1911, says that in supporting 
the heart in pneumonia, it is well to be on 
time and not to delay stimulation until after 
the heart has already begun to fail. While 
it is true that many cases of pneumonia will 
recover with no stimulation of the heart or 
any other medication, it is good practice to 
give small doses of strychnine from the 
third day of the disease and to add further 
stimulation according to the needs of the 
circulation. If necessary, the strychnine 
can be increased to one-thirtieth of a grain 
every four hours, which is as much of this 
drug as a patient with pneumonia should 
take. Additional stimulation can be sup- 
plied by tincture of strophanthus in doses 
of 2 to 3 minims every four hours. Strych- 
nine and strophanthus thus given suffice for 
the stimulation of the heart in most cases 
of pneumonia, but not infrequently more 
stimulation is called for. Then some or all 
of the following drugs can be given: Caf- 
feine citrate, 2 to 5 grains every four 
hours; aromatic spirits of ammonia, half a 
drachm to a drachm every one or two 
hours; digitalin, one one-hundredth to one- 
fiftieth of a grain, hypodermically, every 
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four hours; and, if the patient is old or an 
alcoholic, or if the toxemic symptoms are 
pronounced, whisky in moderate doses. In 
bad cases morphine should be given, usual- 
ly in small doses, every four hours. Mor- 
phine not only stimulates the heart, but se- 
cures sleep, loss of which can be the fatal 
factor, and especially in the later stages of 
the disease it diminishes the need for oxy- 
gen and consequently the necessary work 
of the enfeebled heart. 

A very interesting and important clinical 
group of cases clusters about the root of 
the aorta, that most hard-worked portion of 
the human body, which sustains the full 
force of the systolic jet, and during the 
ventricular diastole, while the heart is rest- 
ing, is busy transforming the intermittent 
flow from the heart into a continuous flow 
through the arteries. Atheromatous changes 
in this part of the aorta are common, and 
associated with them very frequently are 
stiffening and deformity of the aortic valves 
and sclerosis of the coronary arteries. The 
blood-pressure in this condition is usually 
high. The location and extent of the path- 
ological changes in the region described de- 
termine whether the patient has an aortic 
valve lesion or angina pectoris, or some in- 
termediate condition to which the author 
wishes to call attention. This condition is 
characterized by frequent attacks of dys- 
pnea or precordial oppression attended with 
moderate anginoid symptoms; the patient 
is suddenly taken, in the day or night, with 
a feeling of constriction in the upper ster- 
nal region and often a pain usually de- 
scribed as grinding or tearing, and feels 
impelled to sit up and hold tight to some- 
thing; and there are often pains radiating 
toward the shoulders and down the arms. 
There is no particular feeling of impending 
death. At first the patient may have these 
attacks at considerable intervals, but they 
increase in frequency, so that they occur 
several times each night or day. The au- 
thor has found the best drug for this condi- 
tion to be nitroglycerin, given freely, with 
extra doses at the time of the attacks—a 
hypodermic tablet placed under the tongue, 
which often relieves the symptoms inside of 
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three minutes. Small doses of strychnine 
may also be given right along to improve 
the heart’s action and steady the circula- 
tion; and cactus the writer usually gives 
also, being inclined to the opinion that it 
diminishes the irritability of the myocar- 
dium in this condition. If the nitroglyc- 
erin, strychnine, and cactus fail to alleviate 
the symptoms, we have to fall back on mor- 
phine. 

In concluding Cornwall emphasizes the 
following points: 

Make the diagnosis before prescribing 
treatment. 

Do not give heart stimulants to restore 
compensation when rest in bed alone will 
do it, except in certain cases occurring in 
middle or later life, when prolonged rest in 
bed might prove injurious. 

Do not give heart stimulants after com- 
pensation has been restored. 

Remember that children and young peo- 
ple should be kept in bed for at least one 
month after compensation if chronic valvu- 
lar disease has been completely restored, 
and that they should be kept in bed for the 
same length of time after an attack of acute 
endocarditis, with or without loss of com- 
pensation. 

Learn how to use the best remedies and 
forget the rest. 

Do not give digitalis to children or to 
old people, and always bear in mind the 
limitations and contraindications to the use 
of this drug. 

Do not exceed 3 minims of tincture of 
strophanthus at a dose, except in extraordi- 
nary cases and where tolerance has been 
established. 

If you prescribe mechanical methods of 
treatment see that the dose is correct. They 
can do harm in overdose as well as drugs. 

Do not expect to get compensation in a 
badly decompensated case of valvular dis- 
ease too soon; be satisfied for a while if, 
under treatment, the patient does not get 
worse ; improvement in many of these cases 
must be slow if it comes at all, and attempts 
to hurry it unduly only exhaust the heart. 

Use the smallest dose of any remedy that 
will do the work. 
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Rarely tell a patient with serious heart 
disease how grave is his condition, for such 
patients easily lose hope and become de- 
spondent, which aggravates their condition. 
The family, however, should always be told, 
and the patient should be informed of his 
true condition if that is the only way to 
secure his cooperation in treatment. 

Be slow to give up hope, at least of im- 
proving the patient’s symptoms in appar- 
ently desperate conditions, and especially 
beware of publishing too definite a prog- 
nosis. 

Cardiac therapeutics is in the majority 
of cases a fight against odds, but by the 
exercise of patience, perseverance, and espe- 
cially judgment, much may be accom- 
plished. 





PAROXYSMAL PULMONARY EDEMA 
AND ITS TREATMENT. 

In the American Journal of the Medical 
Sciences for January, 1911, STENGEL tells 
us that the prompt effect of a hypodermic 
injection of morphine in cases of cardiac 
asthma led him to use the same remedy in 
one of the earliest cases of paroxysmal pul- 
monary edema that fell under his notice. 
The result was so striking that he has since 
pursued the same plan, and has found this 
so satisfactory that it has never thus far 
been necessary to employ any other remedy 
except as an adjuvant. Some of his cases 
had large numbers of attacks, and eventu- 
ally died, but there never was any difficul- 
ty in controlling the attacks themselves 
with morphine alone or supplemented with 
other less important drugs. When the fatal 
termination occurred, it usually resulted 
from gradually increasing failure of cardiac 
compensation. In some of his cases atro- 
pine was combined with the morphine in 
the hypodermic injections, but on repeated 
occasions morphine alone was used to test 
the matter and was found quite as efficient 
as with the addition. Therapeutists have 
uniformly recommended atropine to cause 
a drying of edematous conditions of the 
lung, and the drug has therefore suggested 
itself, although it is difficult to appreciate 
in what manner such an effect could be 
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brought about. When it was used inde- 
pendently of morphine, he found that its 
effects were not striking, as, for example, 
in one of the cases in which large doses of 
atropine were administered during the first 
attack and the duration of the seizure was 
eight hours. In a number of subsequent 
attacks of apparently equal severity, a sin- 
gle injection, or at most two injections of 
morphine, with small amounts of atropine, 
sufficed to break up the seizures within an 
hour. In a few instances it seemed that 
the injections of morphine with the addi- 
tion of small amounts of atropine acted 
more satisfactorily than injections of mor- 
phine alone, but the author asserts he has 
come to the very positive conclusion that 
the atropine is of very secondary import- 
ance, notwithstanding the fact that in the 
discussion of Riesman’s paper by the Asso- 
ciation of American Physicians a number 
of those who took part spoke most favor- 
ably of this remedy, none, however, making 
any detailed reference to cases. The im- 
pression the writer gathered was that the 
remarks made were more or less offhand 
and based upon the traditional applicability 
of this drug. 

Among the few authors who have men- 
tioned morphine as a remedy for cases of 
paroxysmal edema, the most enthusiastic 
is Hewlett, whose experiences coincide ex- 
actly with those of the author. In one of 
Hewlett’s cases the use of morphine was 
followed by atropine, but it was found that 
the latter had no noticeable effect. In eight 
remaining attacks in the same patient Hew- 
lett used morphine alone, and found the 
patient invariably comfortable and out of 
danger in from one-half to three-quarters 
of an hour. In another of his cases, dur- 
ing his absence, a medical colleague was 
called in and employed various restorative 
measures with little effect. Upon Hewlett’s 
arrival, three hours after the onset, he im- 
mediately injected one-quarter grain of 
morphine, and within a half-hour the pa- 
tient was comfortable, quiet, and of good 
color. 


The manner of action in these cases can- 
not perhaps be fully explained. There is 
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undoubtedly in many of the patients an ele- 
ment of shock and mental disturbance 
which contributes to the severity of the 
symptoms and which may be mitigated by 
the injection of morphine. This view was 
expressed by Billings in the discussion of 
Riesman’s paper. The author’s experience, 
however, in the treatment of many attacks 
in a number of patients leads him to doubt 
whether this explanation suffices for the 
very striking results obtained. If one may 
draw conclusions from cases of cardiac 
asthma in which the results of injections of 
morphine, with or without atropine, are so 
well known, and in which an element of 
bronchial spasm seems to exist, one may 
perhaps suspect that, though it is not so 
apparent, a similar condition of muscular 
spasm is also present in the cases of pure 
edema, and that by relief of this improve- 
ment is initiated. This might readily 
enough explain the cessation of active dys- 
pnea, but could not so well explain the rapid 
disappearance of the edema itself. 





EPIDEMIC POLIOMYELITIS: 
ITS TREATMENT. 

Writing on this topic JONEs, in the Jour- 
nal of the Minnesota State Medical Asso- 
ciation of January 1, 1911, says that the 
treatment of this disease and its unfortu- 
nate and common complications can be 
summed up in a few words. Rest is the 
most essential factor. Correct, normal, 
and easy positions for the body and limbs 
at the onset of the disease are necessary, 
even in suspected cases. It is not always 
possible to restrain a restless child, but as 
far as possible rest must be secured. Elimi- 
nation by the intestinal tract can be ob- 
tained by calomel, castor oil, salines, and 
enemas. Elimination by the skin can be 
successfully carried out by putting the pa- 
tient into a hot pack or hot-air bath, before 
or after the paralysis occurs. Later a pro- 
longed tub-bath at about 100° F. for ten or 
fifteen minutes every four hours is bene- 
ficial. The baths assist elimination and re- 
lieve pain. A saline or Schott bath is 
equally efficient if the administration can be 
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controlled by the The diet 
should be liquid and simple but generous, 
and given every four hours. It may consist 
of milk, broths, junket, soft-boiled eggs, 
toast, and fruit-juices, if not contraindi- 
cated or antagonistic to medication. 

For pain or temperature an ice-bag may 
be used, and such drugs given as aspirin, 
phenacetine, or sodium salicylate, in doses 
suitable to the age of the patient. As early 
as possible and through the acute stages in 
suspected or frank cases, urotropin in full 
doses should be used. 

When the acute symptoms have disap- 
peared and the paralysis is evident, the tub- 
baths should be continued at longer inter- 
vals, and during the time the body lies 
floating or supported in the water, gentle 
movements of the limbs to restore their 
normal position should be employed. The 
bath relieves pain, relaxes strained muscles, 
relieves tire, and makes massage easy to 
administer. Movements can be made under 
water a full two weeks before they can be 
made in bed. Exercises can be planned in 
the bath-tub and made a basis for subse- 
quent movements or massage. 

Exercises for paralyzed limbs may be de- 
veloped to fit the child’s needs, but must be 
slowly increased in excursion and force. 
Too hasty attempts to restore paralyzed 
muscles result in strain and exhaustion of 
already weakened groups. There is more 
hidden power in paralyzed muscle-groups 
than we know, hence it is necessary to in- 
dividualize in the exercise treatment. Many 
pleasurable methods may be employed to 
entertain the child while the exercise cure 
is being established. 

he future location and occupation of the 
patient should be given full consideration, 
as in many cases a lifetime crippling of 
muscles remains. The poliomyelitic must 
not be condemned to a useless existence, as 
there are many occupations to which he 
may be trained. One must not forget to 
train the child to a proper mental adapta- 
tion to his case. This removes the hopeless 
depression and reticence which may accom- 
pany the helplessness. 

Electricity is of questionable advantage, 


physician. 


other than for diagnostic purposes, and 
much more can be accomplished by manual 
or mechanical exercise. 

Contractures and deformities can be cor- 
rected by habitual normal postures, correc- 
tive manipulations, mechanical appliances, 
tenotomies, fasciotomies, and muscle and 
nerve transplantation. 

The neurologist and the orthopedist must 
combine their knowledge in the alleviation 
of symptoms. 

If a few rules embracing rest, position, 
protection, baths, exercise, and the correc- 
tion of deformities were observed, there 
would be fewer helpless or stationary crip- 
ples from poliomyelitis. 





ACUTE POLIOMYELOENCEPHALITIS 
(INFANTILE PARALYSIS). 
Morse, in the Boston Medical and Surgi- 
cal Journal of January 12, 1911, writes on 
this subject. He thinks that in the treat- 
ment of acute poliomyeloencephalitis, hexa- 
methylenamin can do no good after the ap- 
pearance of the paralysis, because the harm 
has then already been done. It is possible, 
perhaps probable, that it may do good if it 
is given before the appearance of the paral- 
ysis. It certainly should be given to all 
children who may have been exposed to the 
disease. Since there is nothing characteris- 
tic about the early symptoms of acute 
poliomyeloencephalitis, it would be neces- 
sary, in order to give it in time, and in 
order not to miss any of the cases, to ad- 
minister it to every sick child all summer, 
which certainly does not seem reasonable. 
Local applications are useless. It is un- 
reasonable to expect any application on the 
outside of the body to affect a microorgan- 
ism in the inside of the spinal canal. It is 
also unreasonable to expect to diminish the 
congestion in the spinal cord by applica- 
tions externally, because, in the first place, 
there is no direct communication between 
the circulation on the outside of the body 
and that of the spinal cord, and because, in 
the second place, the congestion is not due 
to an increased supply of blood, but to a 
blocking of the arteries from an infiltration 
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of cells on the outside of the vessels. The 
only effect which outside applications have 
is to make the patient uncomfortable. 

The use of the affected parts, electricity, 
and massage must be avoided during the 
acute stage, because stimulation of the per- 
ipheral ends of the lower motor neurons 
causes stimulation of the ganglion cells of 
the neurons and consequently tends to in- 
crease the trouble. It is rest and not stimu- 
lation which the ganglion cells need. These 
measures should not be begun until six 
weeks after the onset of the paralysis. If 
there is pain or tenderness, they should not 
be begun until three weeks after cessation 
of the pain and tenderness, however long 
this may be. 

Strychnine must be avoided in the acute 
stage because it is a stimulant to the lower 
motor neurons; as already stated, it is rest 
and not stimulation which is needed. 

Flexner states that “the serum treatment 
of poliomyelitis must at the present time be 
regarded as strictly in the experimental 
stage, and it cannot be predicted how soon 
or whether ever at all such a form of the 
specific treatment of the disease will be 
applicable to the spontaneous epidemic dis- 
ease in human beings.” 

It is probable that on general principles 
moderate catharsis and a light diet are of 
some use in limiting the progress of the 
disease. 

A very important part of the treatment 
during the acute stage is that directed to 
the prevention of contractures. These de- 
velop very quickly, and if they develop, 
make the later treatment much more diffi- 
cult and materially delay recovery. The 
development of contractures can be easily 
prevented by using a cradle to keep the 
weight of the bedclothes off of the legs and 
by the proper application of light splints. 





MAGNESIUM POISONING. 


Boos has contributed an important paper 
on this topic to thé Journal of the Ameri- 
can Medical Association of December 10, 
1910. He concludes that: 

1. Magnesium sulphate in bulk or in con- 


centrated solution is absorbed, in part at 
least, from the gastrointestinal tract into 
the blood. 

2. If a sufficient amount of the salt is 
absorbed at a given time poisoning will re- 
sult; of the ten cases reported six resulted 
fatally. The symptoms and autopsy find- 
ings in these cases agree very well with 
those obtained in animals after the intra- 
venous application of magnesium sulphate. 

3. On account of the slowness of its ex- 
cretion from the system, magnesium sul- 
phate, given repeatedly in concentrated so- 
lution, may produce poisoning by cumula- 
tion. 

4. In normal conditions of the bowel 
magnesium sulphate, in proper dilution, is 
a valuable cathartic. Hunyadi water, for 
example, is practically a 3-per-cent solu- 
tion of Epsom salts (magnesium sulphate 
1.5 per cent, sodium sulphate 1.5 per cent). 

5. It is not wise to give magnesium sul- 
phate indiscriminately in cases of so-called 
acute intestinal obstruction, because when 
peristalsis is much diminished or absent, 
and in cases of mechanical obstruction of 
the bowel, even dilute solutions will be ab- 
sorbed, with consequent danger of poison- 
ing. 

6. In cases of suspected magnesium pois- 
oning large quantities of normal salt solu- 
tion should be given intravenously. Dilute 
solutions of lime salts given hypodermically 
may also be of benefit. 

7. The subcutaneous use of magnesium 
salts to produce catharsis, as proposed by 
Wade, is not only absolutely irrational, but 
dangerous. 





THE TREATMENT OF HYPERTENSION 
AND ARTERIOSCLEROSIS. 

ELsNER writing in the American Journal 
of the Medical Sciences for January, 1911, 
says that when asked what drug he has to 
recommend for the relief of the conditions. 
under consideration his answer is that drugs 
alone are inadequate to meet the indica- 
tions mentioned, but there are drugs which 
may be given in connection with the meth- 
ods of treatment already suggested which 
lead to material benefit and which in in- 
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cipient cases may lead to cure. The prepar- 
ations of iodine have for years been the 
sheet-anchor of the therapeutist for the 
treatment of arterial disease. The great 
trouble in the average case is that the phy- 
sician in giving his original prescription for 
the iodine fails to make clear the urgent 
need of long-continued treatment with 
these remedies. If the iodides are to re- 
lieve or cure they must be administered 
during months and even years. Patients 
who do not tolerate the potassium iodide 
often benefit by alternating the use of the 
strontium, rubidium, and sodium salts. The 
author has found that the strontium and 
rubidium salts are better borne than the 
sodium or potassium iodides. The more 
valuable iodides for the control of symp- 
toms and the influencing of the underlying 
process are the potassium and sodium salts. 
It is very easy in the average case to es- 
tablish tolerance by giving the strontium or 
rubidium salts first; finally the sodium 
salts; then a long-continued period during 
which the potassium salt is taken; and as 
time wears on a return either to the sodium 
or rubidium iodide for a short time. The 
potassium salt, of course, is to be given 
during the longest possible period. 

there have been introduced 
other preparations which have also seemed 
to be efficacious, and readily borne. The 
profession has had a fairly satisfactory ex- 
perience with sajodin. Eustenin has late- 
ly been introduced, and is a combination of 
sodium theobromate and sodium iodide. It 
is a whitish hygroscopic powder, soluble 
in water. Theobromine has been supposed 
to increase the coronary circulation and to 
advance the blood flow through these ves- 
sels and through the cardiac muscle; the 
iodides dilate the vessels and cause a dim- 
inution of the viscosity of the blood. The 
combination of the iodine and theobromine 
in the form of eustenin has in some cases 
in Von Noorden’s and Jargie’s practice been 
satisfactory in relieving subjective symp- 
toms and reducing blood-pressure. A num- 
ber of years ago Huchard recommended 
the use of pure theobromine for the relief 
of sensory symptoms associated with coro- 
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nary sclerosis. This drug has been given 
a fair trial; the majority of those who have 
used it are willing to confirm Huchard’s 
observations. Theobromine is particularly 
useful in cases of angina pectoris, and in- 
termittent claudication or painful vascular 
spasms. The author asserts he has been in 
the habit of prescribing not more than 0.24 
gramme of pure theobromine every morning 
and night in the average case. It is a 
purin body and ought not to be used in too 
large doses. In practice he has found that 
larger doses are likely to cause annoying 
headaches. Cases in which with myocar- 
dial weakness and coronary sclerosis there 
are altnost continuous sensory symptoms 
are likely to show improvement from the 
frequent administration of small doses of 
the drug; 0.12 gramme may be given every 
two or three hours according to the ur- 
gency of the symptoms. The salicylate of 
theobromine in his experience is not as 
efficacious as is pure theobromine. 

Painful processes due to sclerosis, asso- 
ciated with myocardial degeneration, broken 
compensation dropsies, in spite of the thick- 
ened arteries frequently show wonderful 
improvement after the administration of 
powdered digitalis in 0.1-gramme doses 
with 0.6 gramme of the salicylate of theo- 
bromine, but the writer has occasionally 
substituted for the latter 0.24 of caffeine 
sodium salicylate. In these cases it is wise 
to combine with the digitalis treatment the 
daily morning administration of one table- 
spoonful of a saturated solution of Ro- 
chelle salts or magnesium sulphate in one- 
half gobletful of hot water before break- 
fast. This will empty the splanchnics and 
act as a safety-valve. In these cases be- 
cause of extreme weakness an occasional 
glass of claret, Tokay, or even a small dose 
of whisky, or ethereal stimulant, prefera- 
bly the ethereal tincture of valerian, will 
brace the patient and carry him over a crit- 
ical period until the other remedies already 
suggested come to his rescue. 

Persistent hypertension treated with the 
diet and methods of living suggested is 
often favorably influenced by the adminis- 
tration of the Lauder Brunton draught, 
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the modified prescription for which the 
author offers: 
R Sodii nitritis, 3.0; 
Sodii bicarbonatis, c. p. 32.0; 
Potassii nitratis, 32.0; 
Aque, q. s. ad 132.0. 
M. Sig.: Shake well. One teaspoonful in a 
gobletful of hot water before breakfast. 


In rebellious cases of 
usually associated with sclerosis, the author 
gives this remedy in the same dosage and 
in the same way before each meal. Small 
doses of chloral (0.3 gramme) will in many 
cases of uncomplicated hypertension, 
with attention to the digestive system and 
thorough emptying of the intestinal tract 
at short intervals by means of salines and 
the use of alkalies, cause a decided drop of 
blood-pressure and great relief of associ- 
ated subjective symptoms. 

Pounding, irritable hearts, with hyper- 
tension in which the systolic contraction is 
unusually strong, the area of cardiac im- 
pulse outside the nipple line, with or with- 
out vertigo, more or less discomfort refer- 
able to the head, are, as a rule, relieved by 
the administration during two or three 
weeks, three times daily, of from 1 to 1.5 
grammes of strontium bromide with from 
two to four drops of either tincture of vera- 
trum viride or an equal dose of tincture of 
aconite root. The nitrites, including nitro- 
glycerin, sodium nitrite, amyl nitrite, are 
most useful in those cases of arteriosclero- 
sis associated with sensory symptoms. For 
the continuous treatment of hypertension 
the author prefers the sodium nitrite with 
theobromine to any of the other vasodila- 
tors. For the relief of vascular spasm, at- 
tacks of angina, in which the physiological 
action of the nitrite needs to be prompt, 
nitroglycerin, erythrotetranitrate, and amyl 
nitrite are preferable. Small doses of glo- 
noin in extreme cases produce very little 
effect, only evanescent results. When we 
are face to face with danger in these cases 
only large doses of glonoin, preferably in 
liquid form, and not in tablets, dropped 
upon the tongue will produce the physio- 
logical effect which is absolutely necessary 
to prolong life. The lives of patients with 
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threatening death from cardiac spasm or 
true stenocardia have, in the author’s prac- 
tice on several occasions, been prolonged 
during many years by the administration 
of nitroglycerin in large doses, sometimes 
as much as fifteen drops in a single dose. 

We are not to be held by the rule which 
interdicts the administration of digitalis in 
all cases of hypertension, for occasionally, 
in spite of high blood-pressure, there are 
convincing evidences of myocardial weak- 
ness without marked fibroid degeneration 
in which digitalis does yeoman’s work. 
Such a case the writer has recently had un- 
der observation, and hesitated to adminis- 
ter digitalis during a long period because 
of the serious sensory symptoms due to 
coronary disease, but all of these yielded 
promptly after the use of digitalis when 
the systolic strength was established. 





DISCHARGE FROM THE EARS 
AND ITS TREATMENT. 

Writing on this topic in the British Med- 
ical Journal of December 21, 1910, Motti- 
SON tells us that cases of discharge from 
the ears may be divided into two classes: 
(1) Non-purulent; (2) purulent. Of these 
the former is small compared to the latter, 
and may be briefly dealt with. 

1. Non-purulent—Discharge may come 
from the pinna, the meatus, the middle ear, 
or the cranium. 

(a) The pinna. A common condition 
met with here is an eczema, seen often in 
children and often passing to an impetigo; 
it is either a primary infection or secon- 
dary to a suppurative discharge from the 
middle ear. This condition is best treated 
by the daily application of a 5-per-cent so- 
lution of silver nitrate combined with some 
ointment for home use—either boracic or 
yellow oxide of mercury; under this it is 
remarkable how quickly improvement fol- 
lows. 

(b) The meatus. Wax 
cause of discharge, especially when it has 
been present some time. Removal by 
syringing is the obvious treatment. Should 
difficulty be experienced in this removal, a 
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few drops of hydrogen peroxide, 5 or 10 
volumes per cent, will facilitate matters. 
Meatitis. There are many causes of 
meatitis, but the commonest are an eczema 
and suppuration of the middie ear. An 
eczema may be localized to the ear, or may 
be part of a general eczema. It gives rise 
to a scaling of the meatal wall and a thin 
serous discharge. In many cases this dis- 
charge does not come out from the ear, but 
forms a collection of débris, consisting 
mainly of desquamated epithelium, in the 
deep parts of the meatus, very irritating, 
and causing deafness. This collection of 
débris often occurs in the groove formed 
by the floor of the meatus and the anterior 
inferior part of the membrane, which meet 
at an acute angle. Painting the meatus 
with the 5-per-cent solution of silver nitrate 
two or three times a week gives good re- 
sults. In the cases in which the débris col- 
lects, this must be carefully and thoroughly 
removed with the aid of a fine probe armed 
with small pieces of cotton-wool. It may 
be a tedious performance, but the results 
are most gratifying, and well repay the 
time spent. For the patient’s own use a 
few drops of the following, used every 
night, will be found of advantage in allay- 
ing irritation and preventing the scaling: 


R Ung. hydrarg. nitratis dil., 3j; 
Ol. amygdale, q. s. ad f5j. 


Should this not be satisfactory, perhaps 
ung. picis carbonis will sometimes prove 
useful. Meatitis in adults and children 
often causes great narrowing of the mea- 
tus, making a view of the membrane very 
hard or, indeed, impossible to obtain. Very 
frequently this marked narrowing without 
any obvious otorrhea is due to a perfora- 
tion in Shrapnell’s membrane. In these 
cases as well as painting with silver nitrate, 
packing the meatus tightly with strips of 
gauze will soon cause dilatation. This should 
be done every day until finally a good view 
is obtained of the Shrapnell membrane fis- 
tula, which can then be treated. 

Blood from the meatus is unusual and 
perhaps should not be included in this list, 
but the condition is so interesting that the 


writer includes it. It is the result of self- 
inflicted injuries, and is seen, as a rule, in 
girls of a neurotic disposition. The follow- 
ing case is an example: 

A girl of seventeen had suffered from al- 
most daily hemorrhage from the ears for 
nine months. For six of these months she 
also had frequent epistaxis. Her medical 
man had her under constant observation, 
suspecting self-inflicted injuries, but never 
was able to detect her. She was a healthy- 
looking girl—described as a tomboy when 
at school—but her look was somewhat fur- 
tive. Examination of the ears revealed 
nothing abnormal and she heard perfectly ; 
in the nose were seen scabs on either side 
of the septum. She was put under obser- 
vation, and during the first two days her 
ears bled twice, on both occasions while 
the nurse was absent from the room. One 
ear was then covered with wool and gauze 
and sealed with collodion. She bled from 
the opposite ear; this was then covered 
in a similar way and no bleeding occurred 
at all. Her mother was told, and some 
weeks after sent the report that the attacks 
of bleeding had practically stopped and the 
girl was much better and brighter. 

(c) Middle ear. Discharge of blood oc- 
curs as a result of rupture of the tympanic 
membrane; the tear is usually found in 
the posterior part of the membrane, and 
follows a blow on the ear or a severe fall 
on the head, or, as the writer recently wit- 
nessed, a dive from a height, coming down 
with the side of the head on the water. 
The treatment must be directed toward 
keeping the meatus aseptic, not by syring- 
ing, but by the insertion of a strip of anti- 
septic gauze, or perhaps by a plug of 
aseptic wool. 

(d) Cranium. In fracture of the base 
of the skull across the middle fossa dis- 
charge of blood and cerebrospinal fluid oc- 
curs through the almost invariably ac- 
companying rupture of the tympanic mem- 
brane. Treatment here must, as far as the 
ears are concerned, be as for the cases of 
ruptured membrane—aseptic wool plugs in 
the ears. 

2. Purulent—The discharge may come 
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from the pinna, the meatus, or the middle 
ear, the last being the most frequent source. 

The pinna. The eczema previously 
mentioned often becomes impetiginous, and 
the treatment is on similar lines—silver 
nitrate applications and yellow oxide of 
mercury. 

The meatus. Sometimes boils give rise 
to a discharge from the ear; when the open- 
ing in the boil is small the treatment con- 
sists in laying the boil freely open and 
packing with gauze. 

The middle ear. In the vast majority of 
discharging ears the middle ear is the 
cause. Why is this so? Because of the 
direct connection between the Eustachian 
tube, the tympanum, and the mastoid an- 
trum, and makes clear the ease with which 
infection can occur in the tympanum from 
the Eustachian tube. 

Infection of the middle ear always, or 
almost always, takes place per the Eustach- 
ian tube; it is only very rarely that infec- 
tion passes in from the meatus, and only in 
a very few cases does infection arise by the 
blood stream. The infection by the Eus- 
tachian tube from the nasopharynx takes 
place more easily if there is any obstruc- 
tion in the tube, and obstruction can easily 
occur by congestion of the mucous mem- 
brane, infection itself following on any in- 
flammation about the pharynx—for exam- 
ple, a tonsillitis, a pharyngitis, or a naso- 
pharyngitis. 

In children adenoids account for the 
greatest number of discharging ears, since 
infection follows from the frequent attacks 
of tonsillitis or pharyngitis consequent on 
the mouth-breathing. The treatment is 
clear: Remove the adenoids and restore 
nasal breathing, not by any means an easy 
task in many cases, but one of great im- 
portance. Previous to removal of adenoids 
the patient should be made to do nasal 
breathing exercises for one to two weeks, 
unless the patient cannot breathe at all 
through the nose; after removal of the 
adenoids the exercises are continued, and a 
course of arsenic and iron prescribed. It 
must be insisted upon that the presence of 
any ear symptoms, not necessarily otorrhea, 


but deafness or occasional pain in the ears, 
gives the indication for removal of ade- 
noids, since prevention is far better than 
cure, 

Any other cause of nasal obstruction 
leading to mouth-breathing may be a cause 
of inflammation of the ear, and so of an 
otorrhea—for example, chronic nasal ca- 
tarrh, hypertrophied anterior or posterior 
ends of the inferior turbinals, deflected sep- 
tum, or the remnants of adenoids which 
may persist till twenty-five or thirty years 
of age. Should any of these defects be 
present in a case of otorrhea, they must be 
remedied before local ear treatment can 
be expected to give good results. 

Apart from these causes, there is an im- 
portant group of diseases which cause 
otitis media—specific fevers, scarlet fever, 
pneumonia, diphtheria, measles, whooping- 
cough, and influenza. The severity of the 
resulting otitis varies with the infecting 
organism, scarlet fever and diphtheria, and 
perhaps influenza, giving rise to the worst 
forms. 

The inflammation in the middle ear is 
in the first case acute, the discharge from 
the ear being preceded by great pain for 
one or two days. If untreated, these cases, 
after a few days, may subside and the dis- 
charge cease, or they pass over into a con- 
dition of chronic otorrhea. 

The treatment in these acute cases is to 
encourage free drainage; should the per- 
foration in the membrane be very small, it 
is best enlarged, or a fresh incision made 
in the posterior inferior part of the mem- 
brane; clean with hydrogen peroxide, and 
put in a strip of gauze, and change each 
day till healing occurs. Should the pus be 
very thick, it may be sucked out with a 
Siegle’s speculum. It is not good to 
syringe, because considerable pain may be 
caused by the impact of the fluid on the in- 
flamed membrane. 

When treated thus many acute cases sub- 
side, but unfortunately many cases are al- 
lowed to have their acute attacks without 
the medical man being called in, and so 
drift into the next group, those suffering 
from chronic otitis media. We will sup- 
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pose that all the possible nasal and naso- 
pharyngeal defects have been remedied, 
and still the discharge continues. Let us 
inquire why this should be so. 

From specimens of temporal bones cut 
across in various directions to show the 
tympanum and its surroundings, it can be 
seen at once that the tympanum is far 
from being one simple space bounded ex- 
ternally by the tympanic membrane: (1) 
There can be seen the attic, the space above 
the main tympanum, and containing the 
largest parts of the malleus and incus; (2) 
the antrum, leading back into the substance 
of the mastoid process, and having its 
opening into the tympanum considerably 
above its floor; (3) the hypotympanum, a 
small gutter-like part on the floor of the 
tympanum; (4) the niche leading to the 
round window; (5) air cells around the 
Eustachian tube. After seeing the com- 
plicated structure of the middle ear one can 
easily understand why disease once started 
should continue in spite of apparently free 
drainage, such as is obtained by a large 
perforation through the membrane; and 
when this perforation is small or is in 
Shrapnell’s membrane the reason for con- 
tinuance of the disease is clearer still. 

The treatment of suppurative otitis me- 
dia must vary to some extent with the 
character of the discharge, but in all cases 
the following is to be recommended in the 
first instance: The ear is mopped out as 
clean as possible with wool on a probe; 
and then a strip of iodoform gauze half an 
inch broad and about two and a half. or 
three inches long is introduced down to 
the perforation. When possible this pro- 
cess is repeated daily or on alternate days; 
in cases where the patients can only be seen 
once or twice a week, hydrogen peroxide 
drops are to be used twice a day by the 
patient after removal of the gauze, which 
should take place twenty-four hours after 
its introduction. In many cases under this 
treatment the discharge diminishes or stops 
altogether; when it has become very 
slight, a powder of boracic and iodoform 
(4 to 1) blown in is useful in accelerating 
the healing. Syringing as practiced at 
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home, particularly among poor patients, is 
of very doubtful value; not only does the 
lotion fail to wash away the pus, but there 
are drawbacks to its use; some patients 
become very giddy and some experience 
pain. 

When the local treatment just described 
fails and the otorrhea continues, more must 
be done. Perhaps there may be found 
polypi or granulations on the membrane; 
in the former case the polypi should be 
removed with the snare and gauze treat- 
ment continued, and in the case of granu- 
lation trichloracetic acid should be painted 
on to cauterize them, and again gauze 
treatment continued. If after these simple 
measures have been adopted no improve- 
ment follows after three weeks’ continuous 
treatment, the probability is that some op- 
erative treatment must be undertaken— 
either permeatal removal of ossicles and 
outer attic wall, or the radical mastoid op- 
eration. 





THE SERUM TREATMENT OF 
HEMOPHILIA. 

PaTEK in the Wisconsin Medical Journal 
for November, 1910, writes a paper on this 
topic and concludes that the following de- 
ductions are permissible: 

1. The etiology of the disease is still en- 
shrouded in mystery. 

2. In blood serum there is probably con- 
tained a clotting ferment or substance— 
either present in the circulating blood or 
released during a hemorrhage—which, in 
part at any rate, is responsible for the phe- 
nomena of coagulation. 

3. In hemophiliacs this clotting ferment 
or other substance is either absent, deficient, 
or in some manner held in abeyance. 

4. Human or animal blood serum, applied 
either locally, subcutaneously, or intrave- 
nously, may have a styptic action during a 
hemorrhage. 

5. Any commercial specific serum may 
be used in an emergency, but because of the 
danger of anaphylaxis when alien serum is 
employed, human serum is the substance of 
choice. 

6. In view of the danger of surgical in- 
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tervention in those predisposed to bleeding 
—more especially in hemophiliacs and in 
those who are chronic cases—the proven 
value of a prophylactic injection of serum 
prior to operation should make it obligatory 
upon surgeons to seek out those cases in 
every instance and consider carefully the 
propriety of giving them this adequate pro- 
tection against accident. 

7. Subcutaneous injection is sufficient 
and the preferable method in most cases. 
For massive hemorrhages transfusion 
should be employed—both to compensate 
for the loss and with the hope of checking 
further bleeding. 

Thus it would appear that the possibility 
that in normal blood serum (human and an- 
imal) we have a means of favorably influ- 
encing various blood dyscrasias and of af- 
fecting the course of generalized infectious 
processes is not a vain dream. The good 
results in hemophilia, in indicated cases 
preparatory to operation, in eclampsia, in 
a reported case of desperate puerperal 
streptococcemia, and the encouraging re- 
sults of subcutaneous treatment in tubercu- 
losis, make us aware that we are face to 
face with, and approaching the solution of, 
problems of the greatest magnitude. How 
large a factor normal human serum will 
play in the future therapy of these prob- 
lems remains speculative ; but there are rea- 
sons for believing that the advance in this 
field from the experimental to the stage of 
successful accomplishment is a realization 
not far distant. 





USES AND ABUSES OF ALCOHOL IN 
THE ACUTE INFECTIONS. 

MILLER in the Journal of the American 
Medical Association of December 10, 1910, 
reaches the conclusion that in the circula- 
tory disturbances of the acute infections 
impairment of the vascular regulating 
mechanism is more apparent than active 
disturbance of the heart, and therapeutic 
measures should be directed toward the 
prevention or correction of these vasomo- 
tor disturbances. Alcohol in man and the 
lower animals, when taken in _ small 
amounts, frequently acts as a cardiovascu- 





lar stimulant. The exact method of action 
is still disputed. Larger amounts of alco- 
hol in individuals not addicted to its use 
invariably act as a cardiovascular depres- 
sant by paralyzing the vasomotor center, 
The border-line between the amount acting 
as a stimulant and the amount having a de- 
pressing action is variable, and this varia- 
bility in action renders alcohol an undesir- 
able therapeutic agent. 





THE RENAL ACTIVITY IN PREGNANT 
AND PUERPERAL WOMEN AS 
REVEALED BY THE PHENOL- 
SULPHONEPHTHALEIN TEST. 

GOLDSBOROUGH and AINLEY, in the Jour- 
nal of the American Medical Association of 
December 10, 1910, conclude as the result 
of their investigations that the following 
opinions may be tentatively held: 

1. Normal obstetrical patients eliminate 
phenolsulphonephthalein more slowly than 
normal non-pregnant individuals. Whether 
this is connected with the ordinary changes 
in metabolism observed at that time or is 
due to some other factor, they are at pres- 
ent unable to state. 

2. In the last month of normal pregnancy 
the power to eliminate this drug may be 
very slow, and falls far below the limits for 
non-pregnant individuals. 

3. Until more extensive observations are 
at hand, they feel that this test should be 
applied with great caution in toxemic cases, 
although it is possible that further study 
will show that it may afford valuable diag- 
nostic and prognostic information. 





SIMPLE METHOD OF WATER 
PURIFICATION. 

The Journal of the American Medical 
Association of December 10, 1910, states 
that the following simple means of purify- 
ing drinking-water is recommended by the 
provincial health authorities of Ontario to 
campers, prospectors, and travelers. A tea- 
spoonful of chloride of lime, leveled off by 
rolling a pencil over it, is rubbed up in a 
cup of water. This is diluted with three 
cupfuls of water, and a teaspoonful of this 
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solution is added to a two-gallon pailful of 
the water to be purified, mixing it thor- 
oughly. This will give between four and 
five parts of free chlorine in a million parts 
of water, which is said to destroy in ten 
minutes all typhoid and cholera bacilli and 
dysentery-producing germs, at the same 
time leaving the water without taste or 
odor. This has been tried and found ef- 
fectual, it is said, when used in the germ- 
laden water of Toronto Bay. 





AN OINTMENT FOR COLDS. 


The Medical Council for January, 1911, 
gives the following formula with the state- 
ment that the writer has long employed it 
locally in colds of the nose, throat, or chest: 


Mutton suet, 

Lard, aa 1 teacup; 

Gum camphor, 4 to %4 ounce; 

Spirits turpentine, 

Ammonia water, mild, 44 3 tablespoonfuls ; 
Oil nutmeg, 1 tablespoonful. 


The latter may be omitted. Some pre- 
ferred to add, also, two ounces of onion ex- 
tract. The above ingredients were mixed 
thus: 

Put the tallow and lard on stove until 
hot. Add camphor gum; when dissolved, 
take from stove and let cool a little; then 
add the rest of ingredients and beat until 
cold. Put in jars or tins with lids on. 

Hold in hand until warm, and apply with 
warmed hands, running in well over bridge 
of nose, the neck, or the chest. Where con- 
venient cover with old flannel. 





TREATMENT OF ALOPECIA AND 
SEBORRHEA. 

C. J. Wuire states in the Journal of the 
American Medical Association, No. 13, 
1910, that he has observed 794 cases of 
alopecia and seborrhea. He finds that 
women are more often affected than men, 
and discusses the possible etiological fac- 
tors in alopecia simplex and seborrheica, 
the age of the patients affected for the first 
time, and finally the treatment of alopecia 
seborrheica. Besides lotions he mentions 
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ointment soaps, internal medication, and 
massage. The best results were obtained 
with the following prescription: 


Rk Hydrarg. chlor. corros., gr. iv; 
Euresol, 3ij; 
Spirit formicarum, £3); 
Ol. ricini, £3j-iij; 
Spirit, q. s. ad f3viij. 
M. S.: Wash for scalp (poison). 
the morning. 


Apply in 


The active ingredient of the formula is 
euresol, the monacetate of resorcin. With 
this the author obtained gratifying results 
in many almost impossible cases. He also 
gives statistics of the results of his treat- 
ment, arranged according to the age. His 
article finally contains a few remarks on 
seborrhea and mentions the parts of the 
scalp which are especially prone to show 
alopecia areata and herpes tonsurans ves- 
iculosus. In the discussion of White’s pa- 
per, Dr. William O. Roop laid stress upon 
the exceptionally good results obtained 
with euresol in seborrheic affections. Dr. 
J. B. Kessler has also been very well satis- 
fied with euresol, but Dr. I. Dyer, of New 
Orleans, has not been able to prove its su- 
periority over resorcin. 





GYNECOLOGICAL THERAPEUTICS. 


In the Clinical Journal of November, 
1910, McCANN writes on this topic. 

In the treatment of chronic discharges 
we must be precise in our directions as to 
what the patient is to do. First of all with 
regard to douching, write out exactly what 
is wanted, because most women do not 
douche themselves properly, and the result 
is treatment is not carried out rightly. To 
begin with, they should possess a siphon 
douche—Higginson’s syringes are useless 
—and they should douche themselves lying 
on their back. The patient should have a 
bedpan underneath her hips, into which the 
fluid can run. The douche should be given 
very slowly, and the height of the douche- 
can should be not more than two feet above 
the level of the patient’s body. Bathe the 
vagina and not flush it. After the douche 
has been used the patient should remain ten 
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to fifteen minutes on her back before she 
gets into the erect position again, when the 
remainder of the fluid is voided into the 
bedpan. 

The douching materials should consist of 
two varieties. There should first of all be 
a solution of salt and water to clear away 
the mucus and pus. First add a heaped-up 
teaspoonful of salt to a pint of warm water, 
for it is ridiculous giving a medicated 
douche unless the muco-pus present in the 
vagina has been washed away, as the medi- 
cated douche does not come in contact with 
the mucosa. Clear away the muco-pus with 
salt solution. Indeed, patients are so enam- 
ored of the salt solution that they give up 
the medicated douches, and it can be con- 
tinued without harmful effects. It is well 
to write out a prescription for the salt, 
otherwise the patient does not use it with 
that determination and assiduity which are 
required. A pint of that fluid should be 
used, and after that a pint of medicated so- 
lution. 

The author does not waste time by going 
over the drugs which are used for douch- 
ing, but speaks of one or two in which he 
himself believes. One of the best is tannic 
acid and sulphate of zinc, of each 20 grains 
to the pint. He uses much weaker solutions 
than are generally suggested, and advises 
his fellow practitioners to follow that prac- 
tice. He is convinced that many discharges 
are kept up by using strong remedies, and 
that a weaker solution can always be in- 
creased if it is not having the desired effect, 
whereas if we start with a strong solution 
first of all we may do harm with the rem- 
edy. Potassium permanganate is better to 
use than ordinary Condy’s fluid, 5 grains of 
permanganate of potassium to the pint of 
water, or permanganate of zinc 5 grains to 
the pint, or the sulphocarbolate of zinc 10 
grains to the pint. The potassium perman- 
ganate is best for ordinary cleansing pur- 
poses and for women who are wearing a 
pessary. A very good combination is a 
mixture of alum and borax; that is a very 
old-fashioned prescription. Use of each 
half an ounce to the pint. An alkaline 


douche which is useful in cases of irritation 





associated with discharge is bicarbonate of 
soda, a drachm to the pint, or bicarbonate 
and biborate of sodium, of each a drachm 
to the pint. The latter is useful in cases in 
which the discharge is so irritating that it 
causes pruritus. 

The author emphasizes the value of solu- 
ble pessaries. They have recently been 
improved very much, because certain chem- 
ists have been able to make a very useful 
glyco-gelatin base, which is much better 
than the old cocoa butter. The patient won- 
ders what is wrong with her when pieces 
of melted pessary come away. Many chem- 
ists have manufactured these pessaries of 
egg-shape, so that they are easy of intro- 
duction, and they act very well. One of the 
best pessaries to use is oxychloride of bis- 
muth, 10 grains. It is particularly useful 
in irritative conditions of the vagina, where 
there is a discharge and little bleeding 
points all over the vagina. The pessary 
should be introduced at bedtime and pushed 
inward with the end of the douche tube, 
because if not inserted high enough it falls 
out again. It should be introduced every 
other night. If using a pessary with a 
cocoa-butter base the patient must have at 
least once a week an ordinary warm water 
douche, to clear out the remains of the 
cocoa butter. Tell the patient beforehand 
that the melting pessary may come away in 
the discharge, otherwise you will receive a 
telephone message to say the patient is 
worse. It is the continuous action of the 
melting pessary on the vaginal wall which 
is so useful. There are other pessaries be- 
sides the oxychloride of bismuth: there is 
the sulphocarbolate of zinc, 10 grains; io- 
dide of lead, 10 grains; tannic acid, 10 
grains. A very useful one is cocaine, which 
is used in cases of dyspareunia, half a grain, 
beginning with a quarter of a grain, because 
patients react so differently to cocaine. An- 
other is conium, which is exceedingly use- 
ful, half a grain in cases of pruritus. Yet 
another important method of local treat- 
ment is by means of powders which are 
blown in through a speculum, or the ma- 
terial is put into a little bag of gauze with 
a gauze tail, so that it can be withdrawn by 
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the patient. The powder is placed up 
against the cervix. One of the best pow- 
ders for this purpose is subgallate of bis- 
muth, or a mixture of boracic acid and 
starch, equal parts. Boracic acid should 
not be used pure, although it is said to be 
not irritating. As a matter of fact it is 
frequently very irritating, but it is possible 
this may be due to some impurity. If we 
mix starch with it we diminish the chances 
of irritation. Another method is by means 
of the use of plugs. All plugs should con- 
sist of medicated wool or lint, not ordinary 
absorbent cotton. If the plug is left in the 
vagina for a day or two it becomes the 
happy hunting ground of all the organisms 
in this locality. Use sal alembroth wool, or 
iodoform, although the objection to the lat- 
ter is that it smells badly. 

Another method of treatment is applica- 
tion of the chemicals to the interior of the 
cervical canal for the treatment of erosions, 
which McCann does not take time to dis- 
cuss, but asserts that he pins his faith on 
pure carbolic acid liquefied from the crys- 
talline state, and in a case which does not 
react to that, chromic acid just liquefied. 
The galvanocautery for touching these 
erosions is most useful. In worse cases 
still, excise. So it is: (1) carbolic, (2) cau- 
tery, (3) curette, (4) excise. In such cases 
we must not persist in local treatment in- 
definitely ; if we use carbolic it needs to be 
done twice a week, and if in six weeks’ time 
there is no marked improvement, give it up. 
Do not go on continually making applica- 
tions. 

In conclusion, McCann emphasizes the 
great value of general treatment in gyne- 
cological cases, and advises not to go on 
playing about, painting the uterus, forget- 
ting the woman who possesses it. 





THE ACTION OF LIME SALTS. 


The Medical Record of December 17, 
1910, says that it has been suggested that 
the toxic action of oxalic acid is to be at- 
tributed to its combining with calcium in 
the body tissues and fluids. The hypothe- 
sis has recently been confirmed by Jan- 
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uschke, working in the laboratory of Pro- 
fessor Hans Meyer of Vienna. At the meet- 
ing of the Section of Pharmacology and 
Therapeutics of the British Medical Asso- 
ciation, held July 22 to 29, 1910, Meyer re- 
ported that Januschke had shown that not 
only the cardiac depression but also the 
general toxic symptoms of oxalate poison- 
ing can be relieved by the administration of 
calcium or of its physiological equivalent, 
strontium. The essential element in reliev- 
ing the poisoning consists in the replacing 
of the calcium withdrawn by the oxalic acid 
from the protoplasm, and not in combining 
with and rendering inactive the acid itself. 
The symptoms of oxalate poisoning, name- 
ly, that marked flow of saliva, the alternate 
maximal contraction and dilatation of the 
pupil, the alternate rise and fall of blood- 
pressure accompanied by a corresponding 
acceleration and slowing of the heart-beat, 
all point to an increased irritability of the 
autonomous and sympathetic nervous sys- 
tems due to the withdrawal of calcium. The 
administration of calcium counteracts this 
hyperirritability. 

It has also been found by Chiari and 
Januschke that animals to which calcium 
has been administered do not give inflam- 
matory exudates as normal animals do in 
response to chemical and bacterial irritants. 
This is attributed to the diminished permea- 
bility of the vessel walls, owing to the in- 
crease in their calcium content. These re- 
sults correspond closely with those obtained 
by Wright in the prevention or weakening 
of serum exanthemata by the administra- 
tion of calcium. Meyer believes that the 
following facts have been demonstrated: 
First, calcium has a sedative effect on the 
nervous system, and secondly, it diminishes 
the permeability of the walls of the blood- 
vessels. 

In the light of these experiments there is 
added strength to the theory of eclampsia, 
as advanced by J. R. Mitchell in the Med- 
ical Record of November 19, 1910, that this 
disease of pregnancy, similarly to tetany, is 
to be attributed to a calcium starvation of 
the patient. Eclampsia of pregnancy is a 
complex symptom of the mother’s need for 
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calcium. The growing fetus is a calcium 
parasite, and will have this element even at 
its mother’s expense, causing in the latter 
carious teeth, headaches, and nervousness. 
In pronounced calcium deprivation, the 
“nerves writhe in protest,” first with inter- 
mittent tetanic twitchings, later with fre- 
quent tetanic convulsions. The administra- 
tion of calcium salts quickly relieves these 
manifestations. 

This theory ingeniously explains in a 
most simple manner the causation of the 
toxemia of pregnancy, about which the the- 
ories already published have been legion. 
The edemas of gravid women receive a fur- 
ther rational interpretation in Meyer’s hy- 
pothesis of the diminished permeability of 
the walls of the blood-vessels resulting from 
the withdrawal of calcium. The theory ad- 
vanced by Mitchell and supported by his 
clinical experience explains better than any 
other the manifold phenomena of eclampsia, 
namely, its greater frequency in twin preg- 
nancy and at term, the nervous excitability 
and convulsions, the delayed coagulation 
time of the blood, the decayed teeth, the uri- 
nary findings, the associated edema, the 
eclampsia of lactation and that of the newly- 
born, and the cessation of convulsions under 
milk diet. It is hoped that a thorough trial 
will be accorded to the therapeutic admin- 
istration of calcium lactate, as recommended 
by Mitchell, in the toxemia of pregnancy. 





THE CARE AND MANAGEMENT OF 
THE TABETIC BLADDER. 

3ARNEY writing on this topic in the Bos- 
ton Medical and Surgical Journal of Janu- 
ary 5, 1911, says that the typical case of 
tabes with bladder symptoms has difficulty 
in starting the stream, the desire to urinate 
is frequent, the urine trickles from the me- 
atus like molasses from a jug, occasionally 
he wets the bed, or when he coughs he is 
annoyed by a little gush of urine into his 
trousers. One can readily appreciate the 
wretchedness and suffering of such an indi- 
vidual. 

The confidence and attention of the pa- 
tient must first be gained. Let him see that 
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you want to help him, that he can help him- 
self greatly by cooperating with you and 
assure him that the future offers hope. Im- 
press it upon him that he must obey you ab- 
solutely. All this is easily brought about if 
undertaken in the right way, but both pa- 
tient and physician must be prepared to 
spend much time and great patience before 
any permanent change occurs. Empty and 
wash his bladder as usual. Fill it to its 
capacity with a 1:5000 solution of silver 
nitrate. There may be a tendency to incon- 
tinence at this point, but order the patient 
to retain it. He generally does so, or will 
after a little practice. Now have him retain 
the fluid, as best he can, for perhaps a quar- 
ter of an hour, increasing this period at 
each visit. Meanwhile have him practice 
this at home by retaining his urine for a 
time before each micturition. The im- 
provement caused by this simple proceeding 
is often amazing. A little later, when com- 
plete control has been gained, more compli- 
cated gymnastics are employed. After fill- 
ing the bladder, tell the patient to micturate. 
Then, without warning, order him to check 
the stream. Now tell him to begin once 
more to empty the bladder. Continue in 
this way, starting and stopping at irregular 
intervals, until the bladder is empty. The 
author asserts he usually repeats the per- 
formance by filling the bladder a second 
time. 

At first your order, either to start or stop 
the stream, will meet with little or no re- 
sponse. But after sometimes a surprisingly 
few days of effort the patient is able to obey 
with alacrity. He has learned to concen- 
trate his whole attention on the act of mic- 
turition, even as he does on his locomotion 
when taught to do so. He waits your order 
with his whole mind on the subject, and 
when you tell him to stop urinating he con- 
tracts his sphincters and perineal muscles, 
sometimes with visible effort, and the order 
is executed. The more he improves, the 
more encouraged he becomes, and the more 
he tries to do what you tell him. It be- 
comes his pride to show you how athletic 
he really is, and how beautifully his muscles 
work, even as the small boy displays his 
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ability to run or jump. He takes real plea- 
sure in demonstrating his ability to hit the 
opposite side of the basin with the stream 
from his bladder, a great contrast to the 
drooling urination which annoyed him at 
first. He coughs violently and frequently, 
yet not a drop leaves his bladder. He shows 
you his dry underclothing. For these and 
many other newly acquired comforts he 
shows prompt and ample appreciation. 





THE TREATMENT OF ECLAMPSIA. 


CRAGIN and HULL writing in the Journal 
of the American Medical Association of 
January 7, 1911, remind us that in all 
branches of medicine to-day the prophylac- 
tic treatment, or preventive medicine, re- 
ceives foremost consideration. Hence it is 
that in the treatment of eclampsia the tox- 
emia of pregnancy, which threatens and 
may Or may not eventuate in an eclamptic 
seizure, demands our chief attention. What- 
ever the exact etiology may prove eventu- 
ally to be, it is generally agreed that the 
symptoms and pathological changes of the 
toxemia of pregnancy and the puerperium 
are caused by some toxin or toxins circulat- 
ing through the system, and that with this 
there is associated some fault in the elimi- 
nation of the products of metabolism. 

Accepting this as a working basis of eti- 
ology, the obstetrician may well be guided 
in treatment of toxemia threatening eclamp- 
sia by these five principles: 

1. The products of metabolism requiring 
elimination should be reduced. 

2. Elimination of metabolic products 
should be favored. 

3. High blood-pressure should be re- 
duced. 

4. If the toxemia of the patient, as shown 
by the urine, blood-pressure, and general 
condition, does not markedly improve under 
the preceding principles of treatment, or if 
an eclamptic seizure occurs, the uterus 
should be emptied. 

5. In all methods of treatment, that 
should be avoided which will either reduce 
the resistance of the patient or seriously 
damage any of her organs. 
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Let us now consider these principles more 
in detail. 

1. In reducing the products of meta- 
bolism requiring elimination the obstetrician 
is brought face to face with the problem of 
diet for the toxemic patient. As proteid 
metabolism is that most often at fault, it is 
generally agreed that red meats should be 
avoided in all forms of toxemia of preg- 
nancy and the puerperium. Although in 
mild degrees of toxemia chicken and fish 
may be allowed, in severe forms of the con- 
dition an exclusive milk diet with large 
draughts of water is the diet of choice, to 
which are added chicken broth, fruits, and 
green vegetables, as the toxemia dimin- 
ishes. As a prophylactic measure it is the 
authors’ custom, during the last month of 
a normal pregnancy, to allow the ingestion 
of red meat only two or three times a week. 

2. In favoring the elimination of products 
of metabolism, the three avenues—the skin, 
the urinary tract, and the intestinal tract— 
should receive careful attention. Thus 
elimination through the skin by sweating, 
induced either by the hot-air bath or the hot 
wet pack, is a most useful measure in the 
treatment of toxemia. Elimination through 
the urinary tract, favored by the ingestion 
of large amounts of water, and elimination 
through the intestinal tract, favored by cal- 
omel and saline or other laxatives, and es- 
pecially by colon irrigations with saline so- 
lution, are methods which are considered 
routine procedures in the treatment of this 
condition. 

3. In the reduction of blood-pressure, 
while venesection is the choice of many ob- 
stetricians, and was formerly quite exten- 
sively employed by one of the writers, its 
use has now been superseded at the Sloane 
Maternity by veratrum viride, nitroglycerin, 
and chloral, and with better results. 

Their method of using these drugs in 
toxemia threatening eclampsia is as follows: 
Chloral (30 grains) is administered per rec- 
tum as an initial dose, and then repeated in 
doses of from 20 to 30 grains from every 
four hours to every six hours, according to 
the restlessness of the patient. Nitrogly- 
cerin, gr. 1/50 to gr. 1/100 from every 
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two hours to every four hours, is given hy- 
podermically. If under the use of the 
larger doses of these drugs the tension still 
remains high they depend on the use of 
veratrum viride rather than venesection. 

The preparation used has been fluid ex- 
tract of veratrum viride and the dose em- 
ploved has scarcely ever exceeded 5 min- 
ims. Their rule is to give 5 minims hypo- 
dermically and watch the effect. As the 
frequency is usually reduced with the ten- 
sion, it is their custom to be largely guided 
in repetition of the dose and in the size of 
the dose by the frequency of the pulse, al- 
though the reduction in the tension is the 
object desired. 

If at the expiration of from one to two 
hours the pulse has not been reduced in 
frequency to 100 or below and the tension 
correspondingly reduced, a second hypoder- 
mic injection of veratrum 1 to 3 minims is 
given. The tension of the pulse is then 
controlled if not kept low by the continued 
use of the nitroglycerin, by repeated doses 
of veratrum 1 to 3 minims every four hours. 

4. To repeat the fourth principle stated 
earlier in the paper, if the toxemia of the 
patient, as shown by the urine, blood-pres- 
sure, and general condition, does not mark- 
edly improve under the preceding princi- 
ples of treatment, or if an eclamptic seizure 
occurs, the uterus should be emptied. At 
the Sloane Maternity Hospital some years 
ago a series of patients was treated on the 
palliative plan, favoring elimination without 
emptying the uterus, but the mortality was 
so much greater than when the fetus and 
its toxins were eliminated from the uterus 
and the system, that for the past ten years 
the rule has been, given an eclamptic seiz- 
ure, or a toxemia so severe as to strongly 
threaten eclampsia in spite of treatment, to 
proceed to empty the uterus. 

In carrying out this rule the fifth prin- 
ciple of treatment deserves marked empha- 
sis and will be restated here. In all meth- 
ods of treatment, that should be avoided 
which will either reduce the resistance of 
the patient or seriously damage any of her 
organs. 

This principle has an important bearing 





on the method of emptying the uterus. 
Having decided that the fetus should be re- 
moved from the uterus, the next questions 
are, How? and When? If the cervix is soft 
and dilatable and the patient has had one or 
more convulsions, their preference is man- 
ual dilatation and delivery usually by ver- 
sion. 

If on the other hand the cervix is long 
and rigid the authors believe that the pa- 
tient is better off, even if delivered several 
hours later, to have her cervix softened and 
dilated by the preliminary use of the elas- 
tic bag, or bags, rather than to be delivered 
by an immediate accouchement forcé, which 
leaves her in marked shock and with cervix 
deeply lacerated, perhaps to the vaginal 
junction. Their observation leads us to be- 
lieve that pronounced shock and deep lacer- 
ations lessen both the resistance of the pa- 
tient and her chances of recovery. 

In the case of a long rigid cervix, which 
does not readily dilate under the use of the 
elastic bag, the so-called vaginal Czsarian 
section has a distinct and valuable field of 
usefulness. In a restricted class of these 
cases future experience may prove the ab- 
dominal Czsarian section to be the opera- 
tion of choice. 





THE TREATMENT OF HYPERTENSION. 


To the British Medical Journal of De- 
cember 3, 1910, SHAW contributes an ar- 
ticle on this subject. It seems hardly fair 
to give this paper the title it has received, 
according to the author, because it leads one 
to anticipate something new in the treat- 
ment of this curious condition. He wants 
to dispel this illusion and confesses that the 
only treatment he can advise is symp- 
tomatic treatment, and first ventures to 
suggest that all patients with this ail- 
ment should be made to rest recumbent 
during a much longer period than is usual 
with them, the diet should be easily diges- 
tible, and purgatives should be freely used. 
He states unhesitatingly that when the pa- 
tient arrives—as he or she most surely will, 
provided other maladies such as pericarditis 
do not cause the closing scenes—at the stage 














of what we still persist in speaking of as 
uremia, we should not hesitate to bleed and 
use sedatives when the symptoms are con- 
vulsive in character, a condition in which 
lumbar puncture appears in some cases to 
give relief. 

If this address is taken in the right spirit, 
the author ventures to state that diagnosis 
will in the future be more correct and con- 
sequently the treatment will be more nat- 
ural and less haphazard. Shaw hopes that 
we will not endeavor to treat hypertension 
by drugs, any more than we treat temper- 
ature by such means. We should rather 
preserve both as a means at least of esti- 
mating the condition of the patient. For 
instance, if the pressure has been known to 
be raised for weeks and with conditions in- 
dicative that the patient is growing worse, 
even though there be no rise of tempera- 
ture, we will suspect with a steady fall of 
the pressure the onset of some infection 
such as pleurisy, pericarditis, and even peri- 
tonitis, a disorder which we all have learned 
to our cost develops so easily without our 
knowledge. Moreover, with the deepening 
toxemia, we must with an elevated pres- 
sure be more chary in the use of digitalis 
and other powerful cardiac tonics, drugs 
which in such cases are so often used on the 
pretext that there is cardiac degeneration, 
dilatation, etc., when forsooth the heart and 
vessels are so efficient that between them 
they are maintaining maybe a pressure 
twice as great as our own. 

It is necessary to state that, even by the 
use of the sphygmomanometer, we may not 
be able to find hypertension in every case 
of kidney sclerosis; as the charts will show, 
one observer might be called in to see the 
patient when the tension is high and make 
a correct diagnosis; another called at a 
later period, when infection has occurred, 
will find it low, and so miss the true diag- 
nosis. 

Lastly, the question may be raised of 
causal treatment. Has investigation re- 
vealed any agent akin to the diphtheria an- 
_ titoxin which is capable of neutralizing the 
poisonous substances circulating in the 
blood of patients suffering from this dire 
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complaint? Unfortunately the answer is a 
negative one. No one has so far been able 
to show the presence in the serum of these 
patients of a substance which is pressor in 
action, much less of a substance of the com- 
plex constitution of toxin or amboceptor, 
whether bacterial or cellular in origin. That 
such bodies exist is a piece of pure specula- 
tion based upon our knowledge of cyto- 
logical studies in which toxins have been 
developed when an organ of one animal has 
been injected into another animal of differ- 
ent species. 





THYROID EXTRACT IN RHEUMATOID 
ARTHRITIS. 

WILSON in the British Medical Journal of 
December 10, 1910, tells us that thé use of 
thyroid extract in rheumatoid arthritis first 
suggested itself to him in 1907, when called 
to attend an advanced case in which the pa- 
tient was bedridden, all joints being more 
or less involved, with extreme wasting, 
anorexia, sleeplessness, and constant pain. 
The patient—a man of fifty-four—had no 
illness until the onset of this condition, 
which had been coming on gradually since 
he was forty. He could not stand, had lost 
all power of locomotion, could not feed 
himself, nor raise his arms to brush his hair. 

The writer was struck with his rough, 
dry, harsh skin, crisp hair, husky voice, and 
deep suprasternal notch; the prominence of 
the trachea and apparent absence of thyroid 
gland, analogy to other conditions suggest- 
ing deficiency of thyroid secretion. 

Accordingly, the extract of thyroid was 
administered in doses of 5 grains three 
times daily, together with adjuvant treat- 
ment to be mentioned presently. In a month 
the results were remarkable. The patient 
could struggle on crutches from one room 
to another, his appetite returned, and pain 
was almost gone. In three months he could 
walk with two sticks, and in eighteen 
months he was able to walk three miles 
with the aid of one stick. His elbows and 
shoulders have regained their mobility al- 
most entirely, and he has been for a year 
able to do without his thyroid extract with- 
out a relapse. At the present date he is 
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able to get about well, with slight flexion of 
one knee and some metacarpophalangeal 
deformity, but is fat and well and enjoys 
life. 

Another case was also that of an elderly 
man whose metacarpophalangeal joints 
were three months ago greatly enlarged 
with a pulpy synovial membrane and par- 
tial palmar dislocation of the joints, and 
whose knees and elbows were in much the 
same condition. He was put on the same 
treatment. There appeared to be little if 
any eburnation of the bones, but much peri- 
articular thickening and weakening of the 
ligaments. 

In this case the thyroid gland could not 
be detected. After three months’ treatment 
on the above lines he has more pliability in 
his joints, a good grasp, and can walk with- 
out his stick; he has more confidence in lo- 
comotion and more muscular control over 
his joints. On the whole he is much im- 
proved and still making steady progress. 

In the writer’s opinion the group of cases 
likely to receive benefit are those in which 
changes are chiefly confined to the synovial 
membranes, without erosion of cartilage or 
eburnation of bone, such cases in fact as 
Schuller describes as “chronic villous arth- 
ritis.” 

In these cases the local improvement is 
evinced by gradual softening of the pulpy 
synovial tissue under the influence of thy- 
roid extract, the gelatinous feel under one’s 
finger being replaced by a sensation of fluc- 
tuation. Subsequently absorption appears 
to take place, leaving a firmer, more useful 
joint, and at this stage adjuvant treatment 
by means of passive movement, massage of 
the neighboring muscles (not the joint), 
and liniments are of great efficiency. 





ANTIGONOCOCCIC SERUM AND 
VACCINES. 


In the Pennsylvania Medical Journal for 
January, 1911, MAcKINNEy writes on this 
topic and tells us that in the treatment of 
gonorrheal arthritis the serum was used in 
30 cases, 22 acute and 8 chronic. Of the 22 
acute cases 15 were monarticular and 7 





polyarticular. The joints involved included 
the knee, ankle, wrist, hip, metatarsal and 
phalangeal articulations. The duration 
varied from one day to several weeks. 
Nearly all the patients were treated in hos- 
pital practice and were confined to bed with 
fixation of the joint. In seven cases fol- 
lowing the second to fifth injection there 
was a prompt relief from pain and swelling 
with little or no remaining exudate. In 
nine cases the pain was relieved, but the 
swelling persisted for some time, requiring 
treatment by massage, hot-air treatment, 
and absorbent ointments. The remaining 
six cases pursued the irregular course so 
common with this condition, sometimes bet- 
ter, sometimes worse; the serum exerted 
little or no consistent benefit. The patients 
in whom one joint alone was involved did 
better than those in whom more than one 
joint was affected. It was noted that in 
these cases, in which the best results were 
secured, the injection had been given di- 
rectly over the joint and had been followed 
by an acute reaction, manifested by in- 
creased pain and tenderness, which sub- 
sided promptly under elevation and wet 
dressings of magnesium sulphate in saturat- 
ed solution. 

The administration of the serum does not 
prevent the involvement of other joints; in 
two cases, other joints became involved dur- 
ing the course of treatment. In chronic 
arthritis the serum seems to have little or 
no value. The cases improved and relapsed 
in such a manner that no beneficial action 
of the serum could be deduced. 

Regarding the action of the serum in the 
treatment of urethritis by its direct applica- 
tion to the urethra, the author states that 
the serum was employed in a sufficient num- 
ber of cases, which however are not in- 
cluded in this report, to demonstrate that it 
has absolutely no curative value. 

The bacterial emulsions have been em- 
ployed in the treatment of eighty-six cases 
of gonorrhea and its complications. In the 
early part of the work persistent efforts 
were made to cultivate the gonococcus upon 
various kinds of culture media, with the 
idea of obtaining a stock vaccine. It was 
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possible in a very few cases to obtain a pure 
culture from early fresh cases, but in the 
vast majority of acute cases and in all cases 
of chronic gonorrhea attempts to isolate and 
cultivate the gonococcus resulted in failure. 
The author does not contend that the gon- 
ococcus cannot be cultivated, but he does 
state that it is a very difficult thing to do, 
and would strongly urge that such state- 
ments, published in text-books and treatises, 
as “when the gonococcus cannot be demon- 
strated in the discharge, cultural examina- 
tions should be made,” be eliminated. In 
addition to the stock gonococcic vaccines 
of Parke, Davis & Co. and Mulford, the 
stock staphylococcic and colon emulsions 
were used either alone in some cases or in 
conjunction with the former. The size of 
the dose and frequency of injection were 
controlled by the clinical course of the case 
and not by the opsonic index. As with 
serum the basis of dosage and frequency of 
injection were controlled by the occurrence 
of reactions following the injection. These 
reactions are in all respects similar to those 
caused by the serum. Small doses of gono- 
coccic vaccine from 5,000,000 to 50,000,000 
rarely cause any local or constitutional dis- 
turbance, and only when the dose is in- 
creased to 300,000,000 to 500,000,000 is any 
disturbance noted. Reactions in chronic 
gonorrhea occurred more frequently follow- 
ing the administration of staphylococcus 
emulsion than with the gonococcus. 

These 86 cases included 23 cases of acute 
gonorrhea, 25 cases of chronic gonorrhea, 
23 cases of epididymitis, 2 of Cowperitis, 
10 of arthritis, and 3 of tenosynovitis. In 
all, 424 injections were given. The site of 
injection is the same as for the serum. 

To be brief in stating results, they may 
be summarized with the statement that the 
bacterial vaccines have not demonstrated 
their value in the treatment of acute or 
chronic gonorrhea, or in the treatment of 
its acute complications. They have not, in 
his hands, produced a cure and have not 
proved their value as a useful adjunct to 
other treatment. In metastatic infections, 
chiefly arthritis, they have given good re- 
sults in a few cases, but the results cannot 
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be compared to those obtained by the se- 
rum. In conclusion, the author states that, 
from his experience, neither the antigono- 
coccic serum nor the bacterial emulsions 
have a place in the therapy of acute or 
chronic gonorrhea, nor have they demon- 
strated their value in the treatment of acute 
inflammatory complications such as pros- 
tatitis, epididymitis, or Cowperitis. 

In the therapeutics of metastatic gonor- 
rhea, both the serum and the vaccines are 
of considerable value ; they are not specifics, 
but remedies worthy of trial. 





ON THE THERAPY OF THE DIAR- 
RHEAS IN BASEDOW’S DISEASE. 
EPPINGER and v. NoornEN (Jnternational 

Contributions to the Pathology and Therapy 

of the Disturbances of Nutrition, vol. 2, sec. 

1, p. 1) say that an effectual remedy for 

the diarrheal attacks that complicate Base- 

dow’s disease is a clyster of adrenalin (30 

drops of the regular adrenalin solution of 

1:1000 to 300 Ce. of water). Sometimes 

one adrenalin irrigation is sufficient, at 

other times the clysters have to ke repeated. 

In a case of Addison’s disease the attacks 

of diarrhea were also checked after the 

rectal administration of adrenalin (20 drops 
to 250 Cc. of water). The authors ap- 
parently assume that diarrhea in cases of 

Basedow’s disease is due to a stimulation 

of the vagus. 





SOME USES OF THYROID MEDICATION 
IN OBSTETRICS. 

The Medical Record of November 26, 
1910, points out in an editorial note that 
there is apparently no end to the sugges- 
tions as to the value of the administration 
of various preparations of the thyroid gland 
in different morbid conditions. The broad 
field of thyroid therapy is to be attributed 
to the fact that this organ elaborates a large 
number of distinct substances, some of 
which are indispensable to the entire or- 
ganism, while others are needed only by 
certain organs. 

The dried substance of the thyroid gland 
has recently been employed with good effect 
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in the vomiting of pregnancy and in defi- 
cient milk secretion, as reported in the Cen- 
tralblatt fiir Gyndkologie, October 15 and 
22, 1910, by A. Siegmund. In the former 
condition five severe cases are reported in 
which the results of the treatment were 
prompt and lasting. It was found that the 
best results are obtained by a definite 
mode of administration. The thyroid is 
given on an empty stomach several hours 
before the severest vomiting is expected. 
The patient is awakened at 4.30 or 5 A.M., 
and given the first dose; after several hours 
of sleep she takes her breakfast in bed, and 
at 9 A.M. is given a second dose. The ad- 
ministration is repeated one-half hour be- 
fore dinner and supper and before retiring. 
The morning dose should not be less than 
0.3 gramme (5 grains) and sometimes 0.45 
gramme (7% grains), or 0.6 gramme (10 
grains) is advisable. If the severest at- 
tacks of vomiting occur at other than the 
morning hours, the large doses are to be 
given at the former periods. The exact 
dosage is to be determined by means of 
daily observation. The powdered dried 
substance of the thyroid glands obtained 
from female animals is recommended; the 
glycerin extract of fresh thyroids is even 
better. The largest doses are required at 
the beginning of the treatment, in order to 
neutralize the greater amount of toxins 
present in the blood. The diet is to be 
carefully regulated; small amounts of food 
are to be taken at one time, and meat is in- 
terdicted in the beginning. 

The value of the administration of thy- 
roid as a means of increasing the activity 
of the mammary glands had already been 
demonstrated by Hertoghe in 1900, in pa- 
tients presenting mild symptoms of thyroid 
insufficiency. Seigmund confirms the lat- 
ter’s observations, but believes that the pe- 
riod of lactation is not the best time during 
which to begin the thyroid medication. He 
has obtained better results by beginning the 
treatment in the early months of pregnancy, 
during the time when the mammary glands 
are transforming from a state of rest to one 
of activity. This therapeutic measure is 
recommended particularly in women who 





have already given evidence of inability to 
nurse their children wholly or in part. The 
dose of thyroid administered is about 0.1 
gramme (1% grains) from one to three 
times a day. The result of this treatment 
is a copious secretion of milk after the birth 
of the child. It is stated that there are no 
untoward effects from the administration of 
thyroid during pregnancy; on the contrary, 
the general condition of the patient is im- 
proved. 





THE DIETETIC TREATMENT OF DIA- 
BETES MELLITUS. 

In the American Journal of the Medical 
Sciences for February, 1911, Foster admits 
that the dietary of the diabetic often seems 
to be extremely limited, and this can only 
be helped by variety in the manner of cook- 
ing foods. The receipts here appended are 
for the most part contributions from the 
families of patients. 

Soups——Consommé: 3 pounds of beef 
from the round, 1 small knuckle of veal, 5 
quarts of cold water—simmer four hours; 
then add 1 pound each of carrots, turnips 
and onions cut into dice, 1 teaspoonful of 
salt, 1% teaspoonful of sweet marjoram, % 
teaspoonful of thyme, 1 teaspoonful of pep- 
percorns, 1 bay leaf, 1 sprig of parsley. 
Simmer one hour, strain, and cool; when 
cold skim off the fat. 

Consommé with Brussels sprouts: To 
three pints of hot consommé add 2 cupfuls 
of Brussels sprouts which have been soaked 
in cold water twenty minutes, and boiled in 
boiling salted water fifteen minutes. 

Consommé with claret: To 1 pint of 
consommé add 1 pint of claret, 1 pint of hot 
water; pour 1 cupful of consommé over the 
yolks of 3 eggs; cook until the spoon is 
coated ; add the beaten whites of the eggs. 
Mix and serve either hot or cold. 

Consommé with cucumbers: To 3 pints 
of consommé add 2 sliced cucumbers which 
have been cooked one-half hour in 1 cupful 
of water. For the cucumbers may be sub- 
stituted, red or white cabbage, cauliflower, 
asparagus, cooked meats chopped, or Par- 
mesan cheese. 

Tomato soup: Stew tomatoes with but- 

















ter; strain, and add an equal quantity of 
consommé. 

Jacobin cubes: Beat 3 eggs in a bowl, 
add some nutmeg and 3 teaspoonfuls of 
water ; place the bow! in boiling water until 
the mixture thickens ; cut in cubes and serve 
in broth. 

For pureés, rub through a sieve cooked 
cauliflower, asparagus, or tomatoes; add to 
3 pints of hot consommé and pour over 1 
cupful of cream in which 2 egg yolks have 
been stirred. 

Sauces.—Cucumber sauce: Cut up 2 cu- 
cumbers in cubes after removing the seeds; 
stew them in 1 cupful of sour cream until 
soft. Stir up 1 egg yolk with 1 cupful of 
cream in a double boiler until it thickens; 
add this to the cucumbers and heat again; 
season with salt and pepper. 

Sauce Tartare: Slowly stir 1 egg yolk, 
adding ¥%4 cupful of olive oil, drop by drop, 
2 tablespoonfuls of vinegar, also by drops, 
salt, pepper, 1 teaspoonful of French mus- 
tard, and a little parsley. Stir on ice. 

Mustard sauce: 1 pound of melted but- 
ter. 1 pound of French mustard covered 
with broth, 14 teaspoonful of salt, 1 tea- 
spoonful of vinegar. Take off the fire and 
beat in 1 yolk. 

Horseradish sauce: Stir a piece of but- 
ter with 2 tablespoonfuls of grated horse- 
radish, add pepper and salt, cover with 
broth, and boil for one-half hour. 

3rown onion sauce: 2 onions chopped 
and stewed in butter until brown, covered 
with broth, 1 teaspoonful vinegar, pepper, a 
clove, a bay leaf, a slice of lemon. 

Sauce Bearnaise: Cook in double boiler, 
stirring constantly, 2 egg yolks, 1 teaspoon- 
ful of water, 1 teaspoonful of butter; add 
one at a time, 4 tablespoonfuls of butter; 
stir until boiling, and add 1 teaspoonful each 
of tarragon or plain vinegar, tarragon 
leaves, and parsley minced. 

Tomato sauce: Tomatoes after being 
passed through a sieve are stewed in butter 
and covered with broth. 

Mushroom sauce: Mushrooms are stewed 
in butter and covered with broth or gravy. 
Take off the fire and beat in 1 yolk. 
White sauce for asparagus, artichokes, 
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etc.: Mix 1 tablespoonful of butter, 2 
yolks, and 1 cupful of cream, cold; cook in 
a double boiler, beat constantly until thick. 
Serve immediately. 


Spinach pudding: Mix with 1 quart of 


boiled spinach 4 yolks, add 1% onion, % cup- 
ful of cream, whites whipped stiff, and %4 
cupful of ham cut in cubes. Place the mix- 
ture in a well-buttered dish and steam in a 
“bain-marie.” 

Baked cauliflower: Place soft cauliflower 
in an open pie dish; pour sour cream, melted 
butter, and Parmesan cheese over it; then 
bake in the oven. 

Tomato jelly salad: To one can of stewed 
and strained tomatoes add 1 teaspoonful of 
salt and two-thirds box of gelatin soaked 
and dissolved. Pour into small cups and 
chill. Serve on lettuce with mayonnaise 
dressing. 

Oatmeal Muffins.—To 2 half-pint-cupfuls 
of finely ground (coffee grinder) oatmeal 
add 1 heaped teaspoonful of Royal baking 
powder and % teaspoonful of salt. Mix 
well, add 14 cupfuls of cold water. and at 
last a piece of melted butter (or lard) the 
size of an egg. Beat well for a minute, put 
in muffin tins, and bake in a hot oven. 

Coffee Mousse——1 quart of thin cream; 
1 cupful of strong coffee; 114 tablespoon- 
fuls of granular gelatin ; 2 tablespoonfuls of 
cold water; 3 tablespoonfuls of hot water, 
and saccharin to taste. Add the gelatin 
soaked in cold water and dissolved in boil- 
ing water to the coffee. Set the mixture in 
a pan of ice water and stir until it begins 
to thicken; then fold in whipped cream; put 
in mold cover, pack in equal parts of salt 
and ice, and let stand four hours. 

Stuffed Eggs—Mash up the yolks of 5 
hard-boiled eggs with a lump of butter; 
thicken with Parmesan cheese, 1 raw egg, 
and some sour cream. Fill the whites of 
the 5 eggs, tops and bottoms, with this mix- 
ture, place in a buttered tin, sprinkle with 
cream and cheese, and bake in the oven. 

Ragout Eggs.—Mash the yolks of 6 hard- 
boiled eggs with a fork; slice 2 onions and 
stew them in 2 tablespoonfuls of butter 
until they are soft, without allowing them 
to brown. Add the yolks with salt, pepper, 
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marjoram, and nutmeg; stir in a cupful of 
sweet cream. Garnish the dish with the 
whites quartered. 

Lemon Soufflé—Stir 4 yolks until they 
thicken, sweeten with saccharin, add the 
juice of half a lemon, some lemon rind 
grated, and 4 whites whipped stiff. Bake 
for ten minutes. 

Wind Puffs—For 2 wind puffs stir 4 
whole eggs, 2 tablespoonfuls of sweet 
cream, a pinch of salt, and a little saccharin 
well for half an hour until the mixture is 
turned into a stiff froth. Pour into two 
buttered tins and bake in a hot oven for 
about half an hour. Serve hot with whipped 
cream. 

Fish Scallops.—1 cupful of cooked fish 
freed from bone. Mix with 1 egg, capers, 
Parmesan cheese, salt, and sour cream. 
Butter the scallops, fill in the mixture, 
sprinkle with powdered Parmesan cheese, 
and bake in oven. 

Cheese Soufflé.—Grate 4 ounces of Par- 
mesan and 24 ounces of Swiss cheese. Stir 
well with 42 ounces of fresh melted butter, 
the yolks of 8 or 10 eggs, and the whites 
beaten stiff. Season with ground white 
pepper and salt. Fill two small porcelain 
molds, bake slowly for from ten to fifteen 
minutes, then serve quickly. 

Cabbage Souffé.—Boil white cabbage in 
salt water. Chop fine, then stew with an 
onion and 1 pound of minced pork. Beat 
up 2 eggs with 6 or 8 spoonfuls of sour 
cream; whip 2 whites of egg; then stir the 
whole into the cabbage. Fill a buttered tin, 
sprinkle with Parmesan cheese, and bake in 
the oven for one hour. Serve with tomato 
sauce. 

Coffee or Orange Charlotte——One-third 
box of gelatin; 4 cupful ef cold water; 
4 cupful of boiling water; 3 tablespoonfuls 
of lemon juice; 1 cupful of orange juice 
and pulp or 1 cupful of coffee, and the 
whites of 3 eggs. Whip from 2 cupfuls of 
cream, saccharin to taste. Soak the gelatin 
in cold water and dissolve in boiling water ; 
strain, and add to juice or coffee; chill the 
mixture in a pan of ice water; when quite 
thick beat with wire whisk until frothy, 
then add the whites of the eggs beaten stiff, 





and fold in cream. Turn into wet mold and 
chill. 

Spanish Cream.—One-fourth box of gel- 
atin; 4 cupful of cold water; 34 cupfu’ 
boiling water; 3 eggs; % teaspoonful of 
salt; 1 pint of milk; vanilla, 1 teaspoonful, 
and saccharin to taste. Soak the gelatin 
in cold water, dissolve in boiling water. 
Make a custard with the yolks of the eggs 
beaten, and mixed with salt. Pour on the 
hot milk, and cook in double boiler until it 
thickens. Add the strained gelatin water, 
vanilla, saccharin, and the whites of the 
eggs beaten stiff. Mix well and turn into 
a mold wet in cold water. Place on ice 
until hard. 

Boiled Custard.—The yolks of 3 eggs; 
Y4 teaspoonful of salt; 1 pint of hot milk; 
l%4 teaspoonful of vanilla; and saccharin to 
taste. Scald the milk. Beat the yolks, add 
the salt and the saccharin, and pour the hot 
milk slowly into the eggs; when well mixed, 
pour all back into the double boiler, and 
stir constantly until smooth and thick, like 
cream; strain when cool, and add vanilla. 

Snow Pudding.—One-fourth box of gela- 
tin; 1% cupful of cold water; 1 cupful of 
boiling water; 1% cupful of lemon juice; 
the whites of 3 eggs; and saccharin to taste. 
Soak the gelatin in cold water, dissolve in 
boiling water, strain, add the lemon juice 
and saccharin, and set in ice water to cool. 
Stir occasionally. Beat the whites of the 
eggs to a stiff froth, and when the gelatin 
begins to thicken add the beaten whites and 
beat all together until very light; chill in a 
wet mold. Serve with boiled custard. 

Coffee Jelly—One-half box of gelatin; 
¥4 cupful of cold water; 1 cupful of boiling 
water ; 3 cupfuls of coffee, and saccharin to 
taste. Soak the gelatin in cold water, dis- 
solve in boiling water, and strain into sweet- 
ened coffee; pour into a wet mold and chill 
until firm. Serve with whipped cream. 

Baked Custard—One quart of milk; 6 
eggs; 1 teaspoonful of salt, and saccharin. 
Scald the milk. Beat the eggs, add the salt, 
and sweeten; then add the scalded milk. 
Strain, add a little nutmeg, and bake about 
twenty minutes in a dish set in a pan of 
warm water or in custard cups set in water. 
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Almond Cake.—Beat % pound of butter 
and 8 egg-yolks vigorously for one-quarter 
hour. Mix 20 grammes of baking powder, 
100 grammes of plasmon, lemon rind grated 
and the juice of 1 lemon, 1 teaspoonful of 
vanilla, and 1% pound of finely chopped al- 
monds, and add to the beaten yolks. Sweet- 
en with saccharin, and lastly fold the 8 
whites into the mixture and bake in well- 
buttered tin for one-half hour. 

Chocolate Sauce.—One tablespoonful of 
diabetic chocolate in a double boiler with %4 
pint of milk, and 3 egg-yolks. Stir until 
it begins to thicken. When cold, add a pint 
of whipped cream. | 

Pudding a la Nesselrotée.—Stir 5 yolks 
over the fire with a little water until they 
thicken; add 7 ounces of finely chopped 
almonds, 9 tablespoonfuls of cognac, 1 table- 
spoonful of dissolved gelatin, and 15 whites 
whipped stiff. Fill into a mold rinsed with 
water. 


COCAINE INTOXICATION. 


YAWGER in the New York Medical Jour- 
nal of December 3, 1910, states that in cases 
of acute poisoning in which the drug has 
been taken internally, the stomach should 
be washed out at once; respiratory failure 
is to be met with alcohol, camphor, aromatic 
spirit of ammonia, and perhaps oxygen and 
artificial respiration; a rapid injection of 
normal saline solution has proved beneficial. 

The chronic patients may be treated by 
stopping the drug at once, by rapidly re- 
ducing it, or it may be slowly withdrawn. 
In many cases its immediate withdrawal will 
be the most satisfactory, for the reason that 
during the gradual reduction it sometimes 
happens that the patient will not remain 
under treatment when the discomfort inci- 
dent to the partial deprivation manifests it- 
self strongly ; in those States where institu- 
tional detention is lawful, these patients are 
more easily managed by confinement. When 
maniacal symptoms are present, they usually 
subside when the individual can no longer 
obtain the poison. The suffering attendant 
upon deprivation is not so great as in the 
morphinist, but there is danger of the symp- 
toms of collapse for some time after the 
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drug has been withdrawn. Strychnine is a 
sustaining remedy ; the mental distress may 
be relieved by hyoscyamus, valerian, or 
large doses of bromide; the appearance of 
collapse should be met by the administration 
of cardiac and respiratory stimulants; the 
insomnia is best overcome by prolonged 
baths; good food should be given at fre- 
quent intervals. 


THE CARBON COMPOUNDS OF ARSE- 
NIC IN THE TREATMENT OF 
SYPHILIS. 

In summarizing an article on this subject 
contributed to the New York Medical Jour- 
nal of December 3, 1910, RUNNELsS reaches 

the following conclusions: 

From a theoretical standpoint sodium 
cacodylate has several advantages over 
dioxydiamidoarsenobenzol. 

First, the latter cannot be obtained in this 
country at present, while the former is at 
hand, and it is only necessary to test its 
purity before using. 

Second, “606” will probably be very ex- 
pensive, while the cost of the other is 
merely nominal. 

Third, “606” causes pain on injection, 
while the cacodylates do not. 

Fourth, of the two the instability of the 
dioxydiamidoarsenobenzol is the more 
marked, for while the cacodylates break 
down in a few months, giving off poisonous 
products, it is necessary to ship the other in 
hermetically sealed vacuum capsules to pre- 
vent immediate decomposition. 

Fifth, the maximum dose of the cacody- 
lates, for safety, 0.3 gramme per kilo- 
gramme, is twice the size of that of “606,” 
0.15 gramme per kilogramme (34), proving 
that in the experimental animal it is much 
more safe. 

Sixth, the arsenic content of “606” is 34 
per cent, while that of sodium cacodylate 
is 46.8 per cent; the latter, therefore, is 
capable of delivering, weight for weight, 38 
per cent more arsenic. Theoretically, there 
seems to be some grounds for belief that 
sodium cacodylate should be more than a 
third more efficacious. 

Seventh, the entire dose of sodium caco- 
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dylate is dissolved in the blood, whereas a 
large percentage of “606” (40) remains 
unabsorbed and therefore unacted upon at 
the site of injection. Which means that 
those who have been treated with “606” 
afterward carry around in their persons in- 
determinate amounts of arsenic. This has 
in no way any therapeutic action and is 
worse than wasted. 

It should be said in favor of Ehrlich’s 
compound, however, that that portion of it 
which enters the blood possibly breaks down 
with more ease, and therefore delivers its 
arsenic content more readily than does so- 
dium cacodylate. 

In the opinion of the author the cacody- 
lates have proved themselves worthy of a 
fair trial. For the only way of determining 
their practical value and their worth as com- 
pared with dioxydiamidoarsenobenzol is by 
the therapeutic application. Those who have 
the facilities for the Wassermann reaction 
and spirochztz determination have here 
open before them a field for work. How- 
ever, neither drug has had as yet sufficient 
trial to prove that it is the ultimate specific, 
but such results have been reported from 
both that we have great hope that the prob- 
lem of the diseases of animal parasite origin 
has been solved. 

But the author, while advising the use of 
the cacodylates for this class of diseases, 
must emphasize the necessity for purity 
and the danger of deterioration. Use no 
sample not tested, and if kept for any length 
of time retest its purity. Keep in glass- 
stoppered or rubber-corked bottles and make 
up all solutions fresh on the day of use. 





A CONTRIBUTION TO THE THERAPY 
OF BRONCHIAL ASTHMA. 

J. Secex (Centralblatt fiir innere Medicin, 
1910, No. 23) reports two cases of severe 
bronchial asthma, with which the patient 
had been afflicted for years, and in which 
good results were obtained by the inhalation 
of oxygen and adrenalin. He employed 1 
Ce. of a one-per-cent adrenalin solution. 
There was no increase of the blood-pressure 
nor any other undesirable after-effect. 





THE URETHRAL REMOVAL OF 
VESICAL TUMORS. 

Marion (La Presse Médicale, Dec. 21, 
1910) figures an operating cystoscope pro- 
vided with thermocautery jaws which he 
states has given entire satisfaction. After 
removal of the tumor a catheter is left in 
for two or three days, and thereafter the 
patient is allowed to go about his business. 
As to the indications, the author believes 
that all tumors which can be seen in their 
entirety through the cystoscope are amena- 
ble to this treatment unless they be of the 
infiltrating variety. A statistical study 
shows that after removal of either sessile 
or pedicled papillomata the results even in 
regard to permanent cure are distinctly 
better than those following high section. 
The operation is extremely simple and un- 
attended by any serious after-effects. Be- 
cause of the well-known tendency of papil- 
loma to occur after any form of surgical 
intervention, patients suffering from this 
form of vesical growth should be subjected 
to frequent inspection. 





DIOXYDIAMIDOARSENOBENZOL. 


Marks (Interstate Medical Journal, Jan- 
uary, 1911) thus describes the preparation 
of the alkaline solution “606 :” 

Into a thin, 25-Cc. graduated cylinder 
with a ground-glass stopper about two 
dozen small glass beads are put. The 
stopper is then inserted and the whole ster- 
ilized in dry heat. In order to avoid repe- 
tition it must here emphatically be stated 
that all the apparatus used in the injection 
and the hands of the operator, as well as 
the field of injection, must be thoroughly 
sterilized, since many of the bad results 
that have been reported have been due to 
carelessness in this direction. 

Nine cubic centimeters of hot distilled 
water are now poured into the graduated 
cylinder, and the mouth of the cylinder is 
then dried with a piece of sterile gauze, to 
prevent the substance from sticking to it. 
The tube containing the substance after 
having been washed in alcohol and ether is 
opened by means of a glass-cutter and the 
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substance poured into the cylinder, which 
is now closed with the glass stopper and 
well shaken for about one to two minutes, 
when the substance will be found to be 
completely dissolved. From a drop bottle 
a 15-per-cent solution of sodium hydrate 
is added drop by drop to the solution in 
the cylinder, which is thoroughly shaken 
between each drop. After a few drops 
have been added to the solution the sub- 
stance will start to precipitate, and this will 
continue until sufficient sodium hydrate so- 
lution has been added to cause the sub- 
stance to redissolve. The clear alkaline so- 
lution is then ready to be injected. Care 
must be taken to shake the contents of the 
cylinder well between each drop of the so- 
dium hydroxide solution, as in this way the 
clear solution will be obtained with the 
smallest possible quantity of the alkaline 
solution, and the less there is of the latter 
the less pain is produced. Various sub- 
stances have been added to this solution to 
lessen the pain, but as the greatest pain ap- 
pears on the second or third day, these 
have very little effect. The writer has 
found that 1 Cc. of a 2-per-cent carbolic 
acid solution, if added to the solution and 
mixed well with it just before injecting, 
prevents a great deal both of the immedi- 
ate and later pain. The 9 or 10 Cc. com- 
posing the finished solution should be in- 
jected as quickly as possible after the prep- 
aration has been made, deep into the glu- 
teal muscle either into one or, divided, into 
both buttocks. 

As to the intravenous method the solu- 
tion is prepared as follows: The substance 
is placed in a short, broad cylinder in which 
30 to 40 Cc. of hot sterile water has pre- 
viously been poured. The substance is as- 
sisted to dissolve by rubbing it against the 
walls of the cylinder with a glass rod. 
When the solution of the drug is complete 
it is poured into a flask containing 200 Cc. 
of warm physiological salt solution. One- 
fifth normal sodium hydroxide solution is 
now added in small quantities, until the 
substance precipitates and again completely 
dissolves. This requires about 20 Cc. for 
0.5 gramme of “606.” Here also an ex- 
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cess of the sodium solution is to be avoided, 
and this can best be done by shaking well 
the flask containing the solution after each 
few drops of the sodium hydroxide solu- 
tion are added. The clear solution is then 
poured into the long glass cylinder, all the 
air being expelled by an assistant, who also 
controls the flow of the fluid. The front 
part of the needle is inserted into the vein 
as described above, the blood is allowed to 
flow, the constriction above is removed, and 
the rear part of the needle which is at- 
tached to the rubber tubing is then in- 
serted, care being taken that an inrush of 
air with the first flow of the fluid is pre- 
vented. Both Weintraud and Schreiber 
advise simply dressing the puncture with a 
piece of adhesive plaster immediately after 
the removal of the needle. 

The advantage of the intravenous method 
is that very little discomfort is caused the 
patient at the time of the injection—only 
the needle-prick is felt—and no pain is felt 
at all thereafter. And the substance is 
brought immediately in the greatest pos- 
sible concentration into direct contact with 
the parasite. These are the reasons why 
Ehrlich now recommends the general use 
of the intravenous method. 

Because of the confusion in the available 


‘statistics and because of the smallness of 


the dose that is being used, it is almost im- 
possible to ascertain at the present time 
what percentage of patients can be com- 
pletely cured with one injection of the drug. 
We know, however, that many recurrences 
have occurred, and as the specific action of 
the drug upon the spirochetze has abso- 
lutely been demonstrated we should now 
try our utmost definitely to cure our pa- 
tients. If at some future date it is found 
that a much larger dose given of the alka- 
line solution, intramuscularly, is sufficient 
completely to conquer the disease, then we 
would be justified in abandoning Ehrlich’s 
present attitude. This will surely be the 
case, as the dosis tolerata for a human 
being computed from the average dosis 
tolerata for all animals would be 5 to 7 
grammes. At present Ehrlich regards the 
matter as follows: A patient should be 
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injected intravenously (0.4 to 0.5 gramme 
for women, 0.5 to 0.6 gramme for men), 
and this injection should be repeated from 
three to eight days after the first injection. 
If at the end of four weeks the Wasser- 
mann reaction is still positive another in- 
jection should be made. There is abso- 
lutely no danger in frequently repeating 
the intravenous infusion of “606” from the 
standpoint of hypersusceptibility. On the 
contrary, it appears that the patient stands 
the second injection better than the first. 





OPERATIVE TREATMENT OF PAN- 
CREATIC DISEASE. 

Bove (Beitrige zur klinischen Chirurgie, 
3and 71, Heft 3) reports upon the cases 
of pancreatic disease from the clinic of 
Lexer during the years 1905 to 1909. 
There were two cases of pancreatic cyst, 
one of cancer, three of acute suppuration, 
five of chronic pancreatitis, and five of 
hemorrhage. 

The diagnosis of pancreatic cyst is not 
always easy, although recently more cases 
are diagnosed prior to operation than for- 
merly. In the author’s two cases diagnosis 
was made prior to operation. For the pur- 
pose of diagnosis the patient’s history is of 
the greatest importance. The diagnosis is 
founded, as a rule, upon the five points in 
the history first pointed out by Korte, 
namely, the appearance of a tumor in the 
upper abdomen, either after trauma or with 
acute inflammatory phenomena; the history 
of stomach trouble manifested by cardial- 
gia, nausea, vomiting, sensation of pressure, 
or colicky pains in the epigastrium radiat- 
ing to the loins; periodic disappearance and 
reappearance of the tumor; marked ema- 
ciation and loss of strength. Lastly and 
most important of all, is the finding of a 
fluctuating tumor in the upper abdomen 
and determining its relation to neighboring 
organs. In addition to this the author has 
found of value the investigation of the 
urine for sugar and the cyst fluid for pan- 
creatic ferments. 


In the author’s two cases there was no 
history of trauma nor of acute inflamma- 





tion. The operative treatment of the cysts 
was that introduced by Gussenbauer in 
1882, consisting of suture of the cyst wall 
to the belly wall, opening and draining of 
the cyst. The abdominal incision was made 
in the middle line. In one case the fistula 
closed and the wound healed quickly. In 
the other a fecal fistula was produced origi- 
nating from the transverse colon, but was 
easily cured by operation. 

In the case of carcinoma diagnosis was 
not made until autopsy. Even at operation 
the tumor was considered to be one of the 
stomach, and a posterior gastroenterostomy 
was done. This did not result in improve- 
ment, the patient dying four days after op- 
eration. In general it may be said that the 
diagnosis of carcinoma of the pancreas is 
very uncertain; even the four chief symp- 
toms, namely, stubborn icterus, Courvoi- 
sier’s sign, rapid emaciation, and epigastric 
tumor, are not pathognomonic of cancer of 
the pancreas because they are also present 
in chronic pancreatitis. 

The history of the case is of great im- 
portance in the diagnosis of acute pancre- 
atitis. There is a variation depending upon 
whether the patient is stricken down in 
complete health or whether the disease is 
secondary to inflammation of the gall tract. 
In the first class of cases there is in the 
beginning severe pain in the epigastrium, 
making it necessary for the patient to lie 
down. The pain has an inclination to radi- 
ate into the back or into the left side and 
shoulder. The pain is increased by taking 
food. There is loss of appetite, nausea, 
vomiting of bile, irregularity in going to 
stool; a frequent symptom is icterus. The 
temperature varies, at times being high; 
there is seldom a chill. There is distention 
in the epigastric region, but seldom rigidity 
of the muscles. Peristalsis is usually ab- 
sent. An important factor in the diagnosis 
is a tumor in the epigastrium, but this is not 
always present. In recent times diagnosis 
is aided by examination of the urine for 
Cammidge’s reaction and of the stools to 
determine the extent of fat absorption. 

The diagnosis of chronic pancreatitis of- 
fers great difficulty. Friedreich considers 
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the diagnosis very uncertain, and Korte 
thinks that the phenomena presented by 
this disease also occur in different chronic 
diseases of the gastrointestinal tract. There 
is no characteristic symptom-complex. The 
most important symptoms are the digestive 
disturbances, namely, loss of appetite, eruc- 
tations, feeling of fulness in the abdomen, 
and irregularity in emptying the bowels; 
the aversion to fatty foods is quite charac- 
teristic. Pain is present to only a small 
extent and occurs several hours after eat- 
ing. The pain is either dull or appears in 
the form of pancreatic colic, thus resem- 
bling gall-stone attacks. The pain is usually 
in the epigastrium. A rather common 
symptom is icterus. Not much importance 
can be attached to Courvoisier’s sign. Ema- 
ciation in chronic pancreatitis is very strik- 
ing and reminds one of the cachexia of 
malignant tumor. 

Kehr says that the diagnosis of chronic 
pancreatitis is in most cases very difficult 
because the symptoms of the preceding or 
coincident cholelithiasis completely domi- 
nate the picture. 

The treatment of acute suppurative pan- 
creatitis is carried out upon the principle 
that wherever pus is present in the organ- 
ism it should be given a means of exit. 
Therefore immediately after the diagnosis 
of a suppurative pancreatitis is made oper- 
ation should be performed. Of the author’s 
three cases two were cured, while the third 
died, probably as the result of wide-spread 
fat necrosis. 

In reference to the treatment of chronic 
pancreatitis, inasmuch as it is so frequently 
preceded by disease of the gall passages, 
the operative treatment consists in chole- 
cystostomy or cholecystenterostomy. Of 
the author’s five cases of chronic pancre- 
atitis, all of which were operated upon, one 
died as the result of wide-spread fat necro- 
sis. 

The diagnosis of pancreatic hemorrhage 
is difficult. Many authors consider the 
symptoms of acute suppurative pancreatitis 
and pancreatic hemorrhage as similar. The 
only author who makes a differentiation is 
Hahn, who says that hemorrhagic pancrea- 
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titis comes on quite suddenly with pain in 
the region of the stomach, very frequent 
eructations and vomiting, distention of the 
abdomen, and extraordinary tenderness to 
pressure in the epigastric region. There is 
slight resistance and often an air-cushion 
elasticity. The face is cyanotic and cold. 
The hands and feet are covered with cold 
sweat, the pulse is very frequent, there is 
great weakness and a condition of collapse. 
Death occurs on the third or fourth day. 
Treatment consists in laparotomy with 
drainage. 





MELTED IODOFORM OINTMENT IN 
THE TREATMENT OF SUPPURAT- 
ING BUBO AND. ISCHIOREC- 
TAL ABSCESS. 

Royster (Medical Record, Feb. 25, 
1911) describes this treatment and reports 
his success. He employs a 10-per-cent iodo- 
form ointment, which he melts in a large 
spoon over a gas or alcohol flame, and in- 
jects it by means of a glass syringe. He 
states that one treatment is usually enough, 
but sdmetimes it has to be repeated after 
five days; nor is the patient confined to bed 
by suppurating bubo, nor does he lose a 
day from his usual occupation. He has 
treated thus sixty cases, only two of which 
required other intervention. He states that 
drugs other than iodoform may be em- 
ployed in the same way. He prefers iodo- 
form bismuth paste. As to ischiorectal ab- 
scess he states that when treated by this 
method the results are equally good. 





RECENT PROGRESS IN GENITO- 
URINARY SURGERY. 

Under this heading Watson and THorRN- 
DIKE (Boston Medical and Surgical Jour- 
nal, Dec. 22, 1910) give a satisfactory 
résumé of current literature dealing with 
topics properly classed under this heading. 

Sawamura notes that extension of vesical 
and genital tuberculosis to the kidney sel- 
dom occurs. 

Direct ascending infection of the kidneys 
with tuberculosis from bladder, without 
obstruction of the urinary stream, is pos- 
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sible only when a relatively high pressure 
prevails in the contractile bladder and an 
antiperistaltic movement of the ureter sets 
in. 

Ascending renal tuberculosis may be pro- 
duced by tuberculous involvement of the 
lower part of the ureter, with consequent 
stricture, stagnation, and dilatation. 

Lymphogenic ascending renal tubercu- 
losis theoretically cannot be denied, but 
was not surely determined. 

Tuberculosis of the testicle and epididy- 
mis as a rule extends urethrally. 

It may also extend by the lymphatics, 
though more rarely. 

Tuberculosis of the epididymis often ex- 
tends downward to the testicle. 

Tuberculosis of the testicle and epididy- 
mis often remains for a long time local, 
without spreading to the rest of the genital 
apparatus. 

In primary tuberculosis of the testicle, 
the spermatic cord is often also affected. 

The lymphatics of the testicle mostly 
lead to the lymph nodes along the inferior 
vena cava at the level of the termination 
of the internal spermatic vein, and those 
of the epididymis to the nodes along the 
hypogastric vessels. 

The proximal part of the vas may be 
infected by tubercle bacilli from the urine. 

Tuberculosis of the epididymis may arise 
from descending tuberculosis of the urinary 
passages when the orifice or lumen of the 
vas is plugged with granulation tissue, and 
tubercle bacilli are transported to the 
testicle from stagnation of the secretion 
and exudate. 

Ascending tuberculosis of the epididymis 
without involvement of the vas is rare, 
though possible. 

Carrel reports at length the technique 
of his autoplastic transplantation of the 
kidney and the experimental investigations 
which led up to its successful performance, 
and summarizes as follows the facts at- 
tained by this important piece of research: 

A dog’s kidney, which has been extir- 
pated, washed and reimplanted, is capable 
of functionating in an entirely normal 
fashion and for a long time after oper- 
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ation. In case of simultaneous removal of 
the other kidney it may successfully carry 
on the entire renal excretory function. 

The technical procedure of kidney trans- 
plantation is at present sufficiently good to 
avoid every immediate or later complica- 
tion proceeding from the blood-vessels. 

The tolerance of the operative interfer- 
ence, of the temporary interruption of the 
circulation, of the perfusion and of the 
severing of nerves, is shown by the excel- 
lent function of the organ more than eight 
months after operation. 

Hartwell and Streeter, and Hartwell, con- 
clude that bacterial vaccines are efficient in 
relieving symptoms in mild forms of cyst- 
itis, but have a less marked effect 
pyuria; are without value in severe forms 
of cystitis; probably hasten the recovery 
of pyelitis ; have no influence on bacteriuria. 

Hartwell thinks that vaccines “will prob- 
ably furnish us a means of attacking post- 
operative foci, such as infected ureter 
stump, which are difficult otherwise to clear 


up.” 

Eyre and Stewart found that in acute 
gonorrhea the gonococcus vaccine is 
markedly toxic and exerts a profound in- 
fluence. A stock vaccine comprising a 
dozen different strains gave results only 
slightly inferior to an autogenous vaccine. 

In a carefully carried out research with 
many cases, Schmidt concludes among 
other things that serum therapy in gonor- 
rheal cases seems to be used to the greatest 
advantage in acute or subacute gonorrheal 
toxemic cases—those cases which are too 
often referred to as “gonorrheal rheuma- 
tism;” that serum is of no practical value 
in the inveterate long-standing cases; that 
serum-therapy has not been of great value 
in metastatic or gonococcemic conditions. 
The vaccine mode of therapy, he says, has 
shown satisfactory results in true gonor- 
rheal arthritic conditions, when undoubted 
metastatic conditions are present and when 
a gonococcemia is probably present. In 
the very acute attacks especially good re- 
sults were noted. 

The belief that tuberculin has a real place 
in the therapy of surgical tuberculosis 
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seems to be steadily gaining ground as a 
result of the work which is being done in 
the clinics of this country and of Europe. 

Sanborn summarizes the indications for 
its use as follows: 

In case of organs involved which can- 
not be extirpated, such as the bladder. 

In case of any organ in which tubercu- 
losis is very early and in which disintegra- 
tion has not taken place to any considerable 
extent. 

In case of tuberculosis of both kidnevs 
where it is deemed unwise to operate 
either. 

Postoperatively in case it is apparent 
that all tuberculous tissue was not re- 
moved or where organs that were involved 
could not well be extirpated. 

In any case in which bladder involve- 
ment is present. 

In any case in which there is a suspicion 
that tuberculous tissue has been left be- 
hind. 

A careful study of 111 cases of prostatic 
cancer by Young and a comparison with 
cases of benign enlargement of the pros- 
tate have added much to our knowledge of 
this disease. He finds that it is a far com- 
moner disease than was ever believed pos- 
sible; that often a diagnosis can be made 
before the disease has passed the confines 
of the prostatic capsule; that there is no 
evidence to show that these cases are de- 
generative from benign hypertrophies. 





THE BEST METHOD OF EXPOSING 
THE INTERIOR OF THE BLADDER . 
IN SUPRAPUBIC OPERATIONS. 

Howarp A. KELty (Surgery, Gynecology 
and Obstetrics, January, 1911) observes 
that the chief difficulty in reaching and ex- 
posing the bladder comes from the resist- 
ance experienced in drawing aside the recti 
muscles with their overlying fascia. It is 
occasionally needful to cut the recti so as 
to get the wide exposure demanded by the 
difficulties of the projected vesical opera- 
tion. If for any reason the wound fails to 
heal well, the sutured muscles and fascize 
pull apart, a diastasis is formed, and a bad 
hernia is the result. 


Kelly has evolved a plan which he be- 
lieves to be new as far as he can ascertain, 
a plan which obviates the difficulties men- 
tioned and renders the interior of the blad- 
der accessible with the utmost ease. This 
is as follows: 

The patient is put in the Trendelenburg 
posture, after first emptying and cleaning 
out the bladder, and introducing a mush- 
room catheter large enough to fill the 
urethra. A semilunar incision is made 
through the skin and fat of the lower abdo- 
men about one inch above the symphysis 
pubis, concave toward the umbilicus and 
about six inches long. The small bleeding 
vessels are controlled. 

The dissection of the upper skin and fat 
flap away from the deeper tissues is next 
made, when the deep fasciz overlying the 
recti muscles and the adjacent oblique mus- 
cles out beyond the semilunar line are clear- 
ly exposed in a cleanly manner. It is well 
to make a good, clean anatomical dissec- 
tion. 

The next step in the procedure is to di- 
vide the deep fasciz also from side to side 
without cutting any of the underlying mus- 
cular tissues. This division may extend well 
beyond the recti. The fasciz are now freed 
from the muscles with the blunt dissection. 
To effect this detachment it is as a rule 
only necessary to push the gloved finger up 
between the muscles and fasciz. In the 
median line, however, the detachment must 
be made by means of scissors or a knife. 

When the loosened fascie have been 
drawn up and down, the underlying flaccid 
recti muscle bellies are exposed and easily 
retracted to the right and to the left, and 
this affords an extraordinary avenue of 
approach to all the tissues lying between 
the peritoneum and the symphysis pubis. 
An inflating rubber bulb is now attached to 
the mushroom catheter in the bladder and 
squeezed so as to fill the bladder with air 
and to bring it up into the wound. The 
bladder appears as a transversely oval, 
whitish body, with several vessels on its 
surface at the vertex. The empty bladder, 
exposed and brought up into view and with- 
in easy touch, is now caught by two guy 
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sutures and incised in transverse direction 
between them. For first recommending this 
incision Kelly gives credit to Legueu, who 
dvocated the transverse vesical incision in 
1907. 

If the opening is carefully made, there 
need be no contamination, as the bladder 
is held up by the guy sutures and will not 
sputter its contents into the wound. As 
soon as the bladder is cut into, the opening 
is enlarged as much as may be necessary 
from side to side. There is no danger of 
contaminating the wound with any infec- 
tious vesical contents, which can be easily 
dried out. The transverse incision is de- 
cidedly the best one for the bladder as it 
gives the widest possible opening, parallel 
to the opening of the fasciz of the abdom- 
inal wall, and perfectly avoids all risk of 
injuring the peritoneum. The incision lies 
also parallel to and not across the course 
of the vesical vessels. 

The base of the bladder is brought per- 
fectly into view and is easily accessible for 
all operative procedures. In the case pre- 
sented by Kelly there was a hemorrhoid on 
the right side, and the irregularly placed 
ureteral orifices came fully and plainly into 
view. After completing whatever operation 
the circumstances of the case may demand, 
the operator closes the bladder by such 
method as he prefers, with or without drain- 
age, taking care to utilize the perivesical 
fasciz in the outermost row of sutures. 

By first uniting the recti with catgut and 
then uniting the deep fasciz of the abdom- 
inal wall, leaving room in most cases for a 
small drain in the median line, the operation 
is completed. 





TWO THOUSAND GOITRE OPERA- 
TIONS. 

Oserst (Beitrige zur klinischen Chirur- 
gie, Band 71, Heft 3) reports upon the 
goitre material in the clinic of Kraske in 
Freiburg since the year 1883, numbering 
over 2000 cases. The age varied from 
early childhood to old age, the greatest 
number of cases occurring during the sec- 
ond and third decade ; one-third of the cases 
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were in males and two-thirds were in fe- 
males. During the year 1883 only nine 
cases were operated upon, while in the fol- 
lowing fifteen to twenty years the number 
gradually grew greater and greater, so that 
lately 150 to 200 cases have been operated 
upon yearly. This increase in the number 
of cases was largely due to the inefficiency 
of non-operative measures. Non-operative 
treatment was used only in exceptional cases 
in the series reported upon, operation be- 
ing the only form of treatment that prom- 
ised good result. The indication for opera- 
tion consisted in most cases in the symp- 
toms occasioned by the goitre. 

Operation was seldom done for cosmetic 
reasons, and in these cases was done be- 
cause of pendulous, cystic goitre which was 
comparatively easy to extirpate. Of the 
symptoms which called for operation the 
chief one was difficulty in respiration. In 
the majority of cases the dyspnea occurred 
only during work or in climbing steps or 
hills, while in other cases there was inspira- 
tory stridor during rest due to compression 
of the trachea. A number of patients who 
for weeks before operation were unable to 
lie in bed were completely relieved by op- 
eration. 

A second indication for operation was 
circulatory disturbance. Headache, a feel- 
ing of pressure in the forehead or temples, 
tinnitis aurium, dizziness, and temporary 
attacks of unconsciousness were frequently 
complained of. These symptoms could be 
explained on the ground of more or less 
marked compression of the vessels of the 
neck, especially the veins, resulting in dis- 
turbance of the circulation of the brain. 
Disturbances of the heart are extraordinar- 
ily frequent in goitre. The manner in 
which goitre produces its harmful effect 
upon the heart cannot be determined with 
certainty, but in most cases it is doubtless 
of a purely mechanical nature, due to the 
pressure exerted upon the large vessels ly- 
ing near the heart and the interference with 
respiration with its secondary effect upon 
the heart muscle. In some cases it is due 
to the toxic effect of the altered secretion of 
the thyroid. The cases in which the heart 
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disturbance together with other nervous 
symptoms is marked belong to the category 
of Basedow’s disease. Amongst the two 
thousand cases reported about forty-five 
belong to this class. 

A third symptom complained of was dif- 
ficulty in swallowing. This was present in 
about 10 per cent of the cases and occurred 
where the enlarged thyroid was firmly fixed 
to the surrounding tissues or where it had 
undergone malignant degeneration. <A 
fourth symptom of importance is paralysis 
of the recurrent laryngeal nerve. This is 
almost always a sign, and in fact the most 
important sign of the malignant character 
of the goitre. However, a few cases of 
pressure paralysis of this nerve were ob- 
served in simple goitre. 

Before operation the extent of the tumor, 
its seat, variety, and the extent of tracheal 
involvement should be carefully determined, 
because the result of the operation depends 
largely upon these features. In determin- 
ing the form and extent of the tumor one 
should not depend upon palpation alone, but 
should avail himself of direct tracheotomy 
and Roentgen photography. 

In earlier years operation was carried out 
under chloroform anesthesia. This is apt to 
occasion serious disturbance of breathing 
and heart action, and the vomiting and 
straining which follow are not only un- 
pleasant and painful but may lead to fatal 
complications by exciting hemorrhage. 
These unfavorable effects of chloroform 
have led to the use of local anesthesia for 
these operations. In order to properly pre- 
pare the patient for operation and to make 
a complete study of the case it is important 
to admit him to the hospital several days 
before the operation. The most frequent 
operation was the removal of the entire half 
of the affected thyroid. Frequently it was 
necessary to enucleate one or more nodes 
from the opposite side. 

Postoperative tetany occurred in seven 
cases. In all these cases the lower part of 
the thyroid was removed from both sides. 
As the parathyroids lie close to this portion 
of the gland it is possible that these struc- 
tures were either removed or severely in- 
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jured by the operation. All of the obser- 
vations tend to prove the correctness of the 
present theory regarding the production of 
tetany. In every case of thyroidectomy the 
portion of the thyroid lying next to the 
posterior part of its capsule should be al- 
lowed to remain. 





THE SIGNIFICANCE OF THE LANE 
KINK OF THE ILEUM. 

F, H. Martin (Surgery, Gynecology and 
Obstetrics, January, 1911) states that the 
Lane kink of the ileum has its location in 
the last six inches of the intestine at and 
before its attachment to the cecum. 

The pathology occurs at this point of the 
ileum because of the comparatively fixed 
condition of this part of the gut due to its 
short mesentery. 

The actual cause of the bend in the in- 
testine, the adhesions complicating it, and 
the change in its mesentery are due to 
traumatism as a result of the prolapsed 
cecum dragging upon it, or the pulling of 
the balance of the small intestines upon it, 
or the grinding of superimposed viscera 
that are subject to abnormal descent upon it. 

The pathological anatomy exhibited in 
the kinks are (a) bending of the ileum in 
one or more places obstructing its lumen; 
(b) shortening and thickening of its mesen- 
tery; (c) adhesions of the folds of the 
mesenteries together; (d) adhesions of the 
arms of the kinked bowel to each other and 
to other intestines; (e) rolling of the intes- 
ine in its own mesentery and adhesions to 
it in such a way as to materially lessen its 
lumen. 

The causes of the descent of the cecum, 
the small intestine, and the superimposed 
viscera, which apparently precipitate the 
pathological kink, are (a) a congenital de- 
fect in the individual in which mature blend- 
ing of the peritoneal surfaces failed to 
materialize, and (b) acquired defects which 
weaken the supports of the abdominal vis- 
cera. 

The symptoms are (a) acute, colicky 
pains; (b) a dull steady pain due to chronic 
stasis, subject to exaggeration when the 
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intestines are overloaded, the location of the 
pain being, according to Lane, one inch be- 
low and to the right of the umbilicus; (c) 
occasional attacks of acute and subacute 
obstruction relieved by recumbent position 
and dieting; (d) anorexia; (e) indigestion, 
with a tendency to large gas formation; 
(f) general toxemia due to intestinal ab- 
sorption. 

The 
rating 


treatment: (a) Laparotomy, sepa- 
of adhesions, straightening the in- 
testine, replacement of the organs causing 
the kink; (b) rearranging viscera with 
omentum employed as a protector and bol- 
ster, while the patient is in the Trendelen- 
burg position; (c) application of strong 
supports, adhesive plaster corset, reenforced 
by pressure pads on lower abdomen, held 
tight by adhesive straps; (d) constant wear- 
ing of abdominal supporters applied in 
Trendelenburg position, supplemented each 
day by abdominal massage, administered 
while in the Trendelenburg position. 





THE VALUE OF PHENOLSULPHONE- 
PHTHALEIN IN ESTIMATING THE 
FUNCTIONAL EFFICIENCY OF 
THE KIDNEYS. 

GOODMAN and KRISTELLER (Surgery, 
Gynecology and Obstetrics, January, 1911) 
give a clinical study as follows: 

The results obtained by Geraghty, Rown- 
tree, and the author warrant the conclusion 
that the elimination of the drug goes hand 
in hand with the elimination of the normal 
products of metabolism, a fact because of 
which this method is bound to prove of 
greater value than any other heretofore 
devised. 

Phenolsulphonephthalein possesses 
following advantages: 

The drug does not readily decompose in 
solution and can be sterilized by boiling. 

The dose required is small, 1 Cc. of solu- 
tion containing .006 gramme of the dye. 

The injection is painless, and is not fol- 
lowed by irritation if the solution is suffi- 
ciently alkaline. 

The drug is excreted entirely by the kid- 


the 


neys. 
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The drug can be demonstrated in the 
urine in from three to ten minutes after the 
subcutaneous injection. 

From 50 to 70 per cent is excreted during 
the first two hours. 

The drug lends itself to accurate color- 
imetric measurement. 

The quantity of dye recovered in a speci- 
men within a given time is not influenced by 
the volume of urine. 

The presence of pus, phosphates, bile, and 
indican does not interfere with the color- 
imetric estimation of this drug. 





THYROID GRAFTING AND THE SUR- 
GICAL TREATMENT OF EXOPH- 
THALMIC GOITRE. 

Groves and JoLi (British Medical Jour- 
nal, Dec. 24, 1910) observe that the indica- 
tions in the case of exophthalmic goitre are 
to lessen the thyroid secretion, to counter- 
act the thyroid toxicity, and to add some 
source of normal secretion; that in cretin- 
ism and myxedema the thyroid therapy has 
recently been supplemented or replaced by 
thyroid grafting. They report a case, the 
features of special interest of which are as 
follows: 

The temporary improvement following 
partial thyroidectomy, which lasted only as 
long as the wound discharged. The occur- 
rence of tetany after subtotal thyroidectomy 
in which the parathyroids had apparently 
been preserved. The cure of this tetany by 
thyroid medication. The persistence of 
dyspnea and tachycardia in spite of sub- 
total thyroidectomy. The occurrence of 
tetany of a functional type after thyroid 
grafting. The cure of this form of tetany 
by hypnotic suggestion. The great ameli- 
oration of the symptoms by thyroid graft- 
ing. The occurrence of menstruation and 
coincident swelling of the grafts after thy- 
roid transplantation. 

It is obvious from a consideration of their 
case, together with a review of the liter- 
ature of the subject, that the value of thy- 
roid grafting is by no means settled, but 
enough has been said to encourage further 
work in this direction. It seems fairly cer 














tain that grafting can be successfully under- 
taken as far as the immediate vitality of 
the grafts is concerned. Further, that in 
recent cases of thyroid inadequacy, a good 
functional result will accrue from this 
method. 

A study of literature shows that hetero- 
plastic transplantations are futile. Experi- 
mental work has established the fact that 
thyroid grafts in animals “take” and that 
they functionate. The healthy tissue of the 
lobe removed for cure of a localized ad- 
enoma will answer well. It has been ob- 
served that the grafts take better in thy- 
roidectomized animals than in those not so 
treated. 

Cristiani advises the use of thyroid tissue 
the size of a wheat grain, each piece being 
placed by separate stab wound in the subcu- 
taneous tissue of the neck and shoulder re- 
gions. Absolute asepsis is essential. No 
antiseptics should touch the wound or the 
graft, and rapidity of execution is also of 
prime importance. The best results were 
obtained when the grafts were kept warm 
in a strictly isotonic solution, preferably 
Locke’s or Ringer’s; isotonic salt solution 
is far less satisfactory. Grafts can be kept 
in human blood serum for an hour. An in- 
teresting case is reported of myxedema fol- 
lowing thyroidectomy for Graves’s disease 
held in check by the mouth exhibition of 
doses of thyroid equal to 1%4 grammes. On 
two occasions at three months’ interval 38 
pieces of thyroid tissue were grafted into 
the subcutaneous tissue. Symptoms of thy- 
roidism followed, but soon the dose of thy- 
roid by mouth could very materially be di- 
minished. This woman subsequently be- 
came pregnant, and during pregnancy there 
was an increase in- the size of the grafts, 
followed by recession after delivery. 

Carraro has obtained results by implant- 
ing thin disks of thyroid tissue in the sub- 
cutaneous tissue, and insists that one side 
of the transplanted piece must still be cov- 
ered with some of the connective tissue cap- 
sule of the gland to insure its vitality. 

Bircher on the basis of the clinical experi- 
ence is entirely skeptical as to the beneficial 
effect of grafts. 
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SACRAL ANESTHESIA IN GYNECOL- 
OGY AND OBSTETRICS. 

SCHLIMPERT and SCHNEIER ( Miinchener 
medicinishche Wochenschrift, Jahrg. 57, 
No. 49) set forth their experience with 
sacral anesthesia in gynecology and obstet- 
rics and conlude that upon the basis of their 
result this method is to be recommended. 
The technique of puncture of the sacral 
canal offers certain difficulties in corpulent 
individuals, hence it is better to avoid it in 
such persons. Sacral anesthesia, properly 
carried out, so far as experience has thus 
far shown, is without danger to the patient, 
nor is it followed by any unfavorable results. 
The authors recommend it in such gyneco- 
logical operations as prolapse, perineal re- 
pair, hemorrhoids, and operations upon the 
external genital organs; in such obstetrical 
procedures as the use of forceps, suture of 
the perineum, and operations on organs 
supplied by the sacral plexus of nerves. 
They also recommend sacral anesthesia in 
conjunction with scopolamine-morphine 
narcosis in order to produce analgesia 
throughout the period of labor. 





ANAL FISTULA. 


MEtcuior (Beitrége zur klinischen Chi- 
rurgie, Bd. 70, Heften 2-3) reports from 
Kiittner’s clinic 197 cases of fistula in ano. 
Of these 181 were males and 16 females. 
These statistics as regards sex correspond 
with those of others. The author has not 
been able to explain this preponderance of 
fistula in the male sex. Most of the cases 
occurred in the third to the fifth decade of 
life; only five occurred during childhood. 
In 173 cases in which classification of the 
fistula was made, it was observed that in 116 
it was incomplete external, in 5 incomplete 
internal, and in 52 complete. 

The most important cause of anal fistula 
is tuberculosis, which was active in 61 per 
cent of the author’s cases. In about one- 
third of the cases the tuberculosis was pri- 
mary. Among the other causes are foreign 
body, typhoid fever, suppuration in hemor- 
rhoids. There is no evidence that diabetes 
is a cause of anal fistula; it operates only 
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indirectly by predisposing to tuberculosis. 
The majority of fistulas are submucocutane- 
ous, and in operating the sphincter ani is 
not injured. In case of the deep-lying fis- 
tulas the cutting through of the sphincter 
muscle, which cannot be avoided, results in 
insufficiency of the sphincter. The restora- 
tion of the function of the sphincter is net 
to be expected, therefore it is only in ex- 
ceptional cases that cutting through the 
sphincter is justifiable. Overstretching of 
the sphincter may also produce a lasting 
incontinence. After once splitting the fis- 
tula healing is to be expected in 75 per cent 
of the cases. Recurrence is infrequent, 
having taken place in only three per cent of 
the author’s cases. 





REPORT ON OBSTETRICS. 


De NorMANDIE (Boston Medical and 
Surgical Journal, Feb. 2, 1911) in his report 
covering advances made in obstetrics during 
the last year quotes Vineberg to the effect 
that the indications for surgical interference 
are difficult to formulate for the reason that 
there are no reliable guides either clinically 
or pathologically as to the course and prog- 
nosis of a given case. Puerperal septic in- 
fections show a marked variety of lesions 
with varying degrees of intensity. There 
is only a very small percentage of cases in 
which major surgical operations come into 
the question at all. He follows Bumm’s 
classification : first, a general streptomycosis 
(pure septicemia); secondly, a localized 
streptomycosis. In the first class the patient 
generally dies within a few days of con- 
tinued high fever with rapid destruction of 
the red blood cells. Any surgical procedure 
in this class is probably useless with our 
present means of diagnosis. In the second 
class there is a marked tendency to localize 
the infection in an affection of the lymph 
channels of the uterus or of an endophlebitis 
rapidly extending over the uterine sinuses 
and the vena cava. With a septic lymphan- 
gitis or septic thrombophlebitis the bacteria 
may or may not be in the blood. Presence 
or absence of streptococci in the blood Vine- 
berg regards as no reliable criterion as to 


the malignancy or non-malignancy of the 
infection. He refers to sixty fatal cases of 
puerperal sepsis in which a negative blood 
culture was found thirty-eight times, while 
a positive was only found in twenty-two. 

Freund and Bumm first ligated only the 
spermatic veins, and it was Trendelenburg 
who showed that the hypogastric or internal 
iliac veins were also oftentimes involved. 
In the diagnosis of a septic thrombophlebitis 
Trendelenburg lays stress upon repeated 
chills, and he advises operating on the oc- 
currence of a second chill. This Vineberg 
disagrees with. Vineberg feels that the 
great elevation and depression of the temper- 
ature curve within the twenty-four hours, 
usually associated with the marked rise and 
fall of the pulse, is especially suggestive. 
The pulse is good ; subjective symptoms are 
few. The patient’s appearance is usually 
good ; the pelvic and abdominal examination 
often negative. Some observers say that they 
can palpate the thickened and thrombosed 
veins. The diagnosis is made by the nega- 
tive results of our local examination and by 
the process of exclusion rather than by any 
positive finding. 

Vineberg describes his technique with two 
illustrations. Other forms of puerperal 
sepsis—putrid endometritis, severe trauma- 
tism of the uterus with probable infection, 
septic salpingo-odphoritis, and pelvic exu- 
dates—he briefly reviews. 

Germann has raised the question whether 
the induction of abortion and premature 
labor is justified when the vision is endan- 
gered by pregnancy. He wrote especially 
of albuminuric retinitis, detachment of the 
retina, choked disk, and the various forms 
of inflammation of the optic nerve. He also 
reported four cases of serious purulent 
keratitis which began during pregnancy or 
lactation. His conclusions are that the 
preservation of the mother’s sight is of 
much more importance than the life of the 
child; that physicians should lay more 
weight upon the health of the eyes of the 
mother, and that they should not delay in 
inducing abortion when the vision of the 
mother is endangered. 

Fejer in his book writes that obstetrician 
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have paid but little attention to the connec- 
tion between pregnancy and the diseases of 
the eye. Chronic nephritis and the retinitis 
caused by it form unqualified indications for 
the termination of pregnancy. In choked 
disk likewise the termination of pregnancy 
is useful, as well as in purulent keratitis. 
Kneis, Schmidt, Rimpler, Groebouw, Axen- 
feld, Silex, Cohn, Berger, and Runge, Fejer 
says, have all studied the connection of eye 
diseases with general and uterine diseases, 
and have without exception declared that in 
all cases in which pregnancy is complicated 
by eye diseases, particularly of the retina or 
optic nerve, the nutritive condition of the 
mother, the condition of vision, the objective 
changes in fundus, the social conditions of 
the parents, and the desires of the mother 
must all be taken into account in the ques- 
tion of inducing abortion. Fejer reports a 
case of a woman thirty-five years old who 
had myopia and was two months’ pregnant 
and the mother of three children, who came 
to him with her husband to ask what prob- 
able influence pregnancy would exert upon 
her eyesight, for she had noticed that after 
all of her three previous confinements her 
myopia had increased very markedly. Her 
eyes showed a marked myopia. In the 
fundus there was a circular conus half the 
size of the papilla, and there were chorio- 
retinal changes in both eyes. Fejer, on care- 
ful consideration of the facts, advised abor- 
tion, and this was done, with the result that 
the myopia has not progressed up to the 
present time, which has been three years. 
Fejer concludes that the declaration of the 
patient that the myopia advances greatly 
after confinement should not be passed over 
lightly, and that all the points above enumer- 
ated should be taken into consideration, con- 
sultations called, and abortion induced 
oftener than is at present the case. 
Doederlein says of the many factors in 
puerperal infection, two stand out with 
clearness: (1) infection from within the 
female generative organs themselves, and 
(2) inoculation by pathologic organisms 
from without during labor or the puerperi- 
um. The flora of the vagina, he says, gives 
extensive protection against virulent infec- 
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tion at least during pregnancy and during 
normal labor. Only one definite microor- 
ganism, the bacillus vaginz, has its natural 
habitat there. The bacillus plays an im- 
prtant role in preventing the growth of 
other microédrganisms by the production of 
lactic acid. Doederlein carried out a series 
of experiments to determine whether disin- 
fection of the vagina gave better or worse 
results than non-disinfection, the rest of 
the technique in the delivery being the same. 
The only difference was, in the first series, 
the vagina was scrubbed out as gently as 
possible with a 1:1000 sublimate solution, 
while in the second series the vagina was 
left absolutely alone. He found that the 
patients on whom so-called disinfection was 
practiced were twice as badly off as regards 
fever as those who had not been disinfected. 
When the vaginal flora is disturbed by dis- 
infective measures the chances of parturi- 
tion remaining entirely physiological are 
decreased. To prevent infection by the 
second cause he demands that examination 
be made only by gloved hands. In order to 
reduce the cost of gloves, he has had made 
a two-finger glove, so that now they can 
come within everybody’s means. 

McDonald reviews the much-debated 
question of duration of pregnancy, and 
shows that there seems to be conclusive 
proof that pregnancy may persist for longer 
than two hundred and eighty days, and that 
when it is prolonged the resulting child is 
commonly of large size. In order to deter- 
mine the date of labor, McDonald has 
evolved a rule which is dependent upon the 
height of the fundus above the symphysis. 
The rule is as follows: 

The duration of pregnancy in lunar 
months is equal to the height of the uterus 
in centimeters divided by 3.5. In order to 
take this measurement the patient is lying 
flat upon the bed, one end of the tape is 
placed at the upper border of the symphysis, 
while the other is held by the palm of the 
hand. The fingers of the upper hand are 
held at right angles to the fundus and the 
tape follows the contour of the uterus ex- 
cept at the last dip. Multipara with lax 
abdominal walls should be supported at the 
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sides when the measurement is taken. Mc- 
Donald says that this method is very exact 
after the sixth month, but depends upon 
the estimation of the size of the fetus. 
When the uterus arrives at the height of 35 
centimeters, or full term, the fetus is of a 
weight of 3300 grammes, the average size. 
He further argues that an average size baby 
usually comes at the average period of 
pregnancy, therefore the rule. He further 
states that for every centimeter of height 
above 35 centimeters approximately 200 
grammes should be added to the weight of 
the fetus. Sinking of the fetus in the last 
two weeks of pregnancy causes but little 
error, as when the patient is recumbent the 
head rides upward. 





RESULTS OF SURGICAL TREATMENT 
OF DIFFUSE PERITONITIS. 

ScuMip (Archiv fiir klinische Chirurgie, 
Bd. 94, Heft 1) voices the general opinion 
to the effect that diffuse peritonitis of what- 
ever cause is to be considered a surgical 
affection. If the symptoms of diffuse peri- 
tonitis are present, laparotomy should be 
performed if there is no positive contrain- 
dication. The object of the operation is the 
removal of the cause of the peritonitis; the 
removal of all infectious and toxic material, 
and the restoration of physiological condi- 
tions. The principal progress in the treat- 
ment of peritonitis consists in early operation 
in appendicitis, which experience shows is 
most frequently the cause of peritonitis. In 
this way we can prevent peritonitis by re- 
moving the inflamed organ before the infec- 
tion has advanced to the peritoneum. This 
succeeds in most cases if operation is done 
at the proper time. In the rare cases in 
which the first sign of appendicitis is that 
of perforation it is necessary to operate be- 
fore the inflammation of the peritoneum 
reaches a high grade. Experience with 
early operation for appendicitis shows that 
prior to the development of the classical 
symptoms of peritonitis there is a certain 
period in which the pain is entirely local- 
ized, yet at operation there is found high- 
grade peritonitis with purulent exudate. 
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By early withdrawal of the exudate and re- 
moval of the inflamed appendix the disease 
can be controlled in most cases. However, 
if through the use of opium or morphine an 
apparent improvement is brought about, the 
favorable time for successful operation is 
passed by. The same is true in case of per- 
foration of the stomach. These two forms 
of peritonitis are by far the most frequent 
and give relatively the best prognosis. Per- 
foration of the deeper-lying coils of intestine 
gives a much worse prognosis on account of 
the greater infectiousness of the intestinal 
contents. 

The technique of operation is much less 
easily decided than is the time for operation. 
Irrigation is, according to the author’s ex- 
perience, the best method of removing the 
exudate. In peritonitis arising from a sup- 
purating appendix drainage is used, while 
in case of perforation of the stomach irriga- 
tion is depended upon. In every case the 
removal of the diseased mass or repair of 
perforation from which the peritonitis orig- 
inated is insisted upon. 





ANESTHESIA BY THE INTRATRA- 
CHEAL INSUFFLATION OF AIR 
AND ETHER. 

ExsBerG (Annals of Surgery, February, 
1911) employs an apparatus which can be 
packed in a wooden box 38% inches long, 
11 inches deep, and 18 inches wide. It con- 
tains an electric motor which drives a 
blower, which in turn forces air through an 
oil filter to a hot-air funnel, and then to a 
rubber tube which is connected with an 
intratracheal catheter. To this tube is con- 
nected an ether reservoir, consisting of a 
glass jar which is held air-tight against its 
cover by a spring clamp below. This ether 
reservoir is arranged on the principle of the 
Wolfe bottle, and a stop-cock is provided so 
that the amount of ether driven into the 
tracheal cannula with the moistened air can 
be regulated. There is a manometer which 
records the pressure of the air current, and 
there is an arrangement by which oxygen 
can be added to the air if desired. There 
is also a foot bellows to be used in case the 




















electric blower breaks down or is not avail- 
able. As customarily used the indicators 
turn so that haif or full ether is employed. 
This air is driven in under a pressure of 
20 mm. 

From the moment the power is turned on 
and the pressure regulated the anesthetist 
has nothing to do but to watch the pressure 
gauge and occasionally interrupt the current 
of air so as to momentarily collapse the 
lungs. He can be seated at some distance 
from the operating table and will be out of 
the way of the operator and his assistants ; 
or he can be seated near the table so as to 
control the pulse of the patient. 

The tube which is to be introduced into 
the trachea must be fairly rigid so that it 
cannot be coughed out of the trachea when 
it is once in place. A silk-woven catheter is 
best ; it should have an opening at or near 
its end and should be at least 30 centimeters 
long. The ordinary silk-woven catheter 
answers well, since it can be obtained any- 
where. The catheter should have two 
marks upon it: one 12 centimeters from the 
tip, a second mark 26 centimeters from the 
tip. The average length of the adult trachea 
is 12 to 13 centimeters, of the larynx 5 cen- 
timeters; in the adult the average distance 
from the incisor teeth to the glottis is 14 
centimeters. Therefore if the tip of the 
intratracheal tube is 26 centimeters from the 
incisor teeth, it will lie 5 centimeters or less 
above the bifurcation of the trachea. 

As to the size of the catheter, it must, of 
course, vary with the diameter of the trachea 
and size of the larynx. For the adult it is 
advisable to use a tube whose diameter 
measures about one-half of the length of 
the glottis as seen through the direct 
laryngoscope. This will usually correspond 
with 22 to 26 of the French scale. In gen- 
eral the length of the catheter below the 
glottis should be about equal to the length 
from the incisor teeth to the glottis. The 
tube can be most easily and quickly intro- 
duced into the larynx when it is in plain 
view. This is best accomplished by means 
of the Jackson direct laryngoscope. Before 
the tube is introduced the patient is given a 
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dose of morphine and atropine, and anesthe- 
tized in the usual manner with ether. When 
he is thoroughly under he is brought with 
the head hanging well downward over the 
end of the table, the mouth is held open 
with an ordinary mouth-gag, and the direct 
laryngoscope is introduced and pushed 
along the posterior wall of the pharynx until 
the epiglottis is in plain view. The latter 
is pulled well forward by the beak of the 
instrument and the glottis exposed. One 
usually obtains a fine view of the larynx, 
can clearly see the opening between the 
cords, and can estimate its size and length. 
A catheter whose outside diameter meas- 
ures about one-half of the length of the 
glottis is then selected. This is introduced 
through the laryngoscope and into and 
through the larynx. The tube is then pushed 
forward until the second mark on it shows 
that the tip is 3 to 5 centimeters above the 
bifurcation of the trachea. Air will now be 
heard rushing in and out through the cathe- 
ter. At this stage the patient may have a 
spasm of the larynx for a few moments. 
This need not .cause concern; respiration 
will soon begin again. The tube is held in 
place by an elastic clip which fastens over 
the ears like a pair of spectacles. The in- 
tratracheal tube is connected with the in- 
suffation apparatus, the manometer regis- 
ters 20 millimeters, and full ether is turned 
on. The air issues from the buccal cavity 
in a continuous stream. In many of the 
patients the respiratory movements cease al- 
together when the pressure is raised to 30 
or 40 millimeters, and apnea ensues. The 
patient’s face is of a pink color, the pulse is 
full, bounding, and regular. There may be 
in the beginning spasmodic cough, which 
quickly ceases. The patient may be kept in 
primary anesthesia for a long time after the 
proper percentage of ether is given with 
the air. Several of the patients in whom 
abdominal operations were in progress had 
sensitive corneas, and would open and close 
their eyes when ordered to do so, but re- 
mained perfectly relaxed and gave no evi- 
dence of pain sensation. These patients 
were almost fully awake as soon as the in- 
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sufflation was stopped and the intratracheal 
tube removed. 

Most of the patients awake quickly. Fol- 
lowing the intratracheal tube removal there 
is often a very short period of apnea, then 
regular, deep breathing again begins. There 
is no after cough, soreness of the throat, 


nor vomiting. 





OPERATIVE TREATMENT OF FRAC- 
TURES OF THE LEG AND FOREARM. 

CLAIRMONT (Archiv fiir klinische Chi- 
rurgie, Bd. 93, H. 3) justifies the open 
treatment of fractures upon the basis that 
many surgeons consider suture or plating 
of a fracture the method of choice, while 
others regard it as the chief method of 
treatment. The objection to open treatment 
is much diminished by the development of 
aseptic technique. Also the aseptic division 


of the tissues by the surgeon in operating is 
not by any means so destructive to the tis- 
sues as is the trauma which they receive as 
a result of the fracture. Especially in the 
leg and the forearm do displacements of the 
bones occur which refuse to yield to all the 
usual means of reduction. In case of the 
tibia it is often observed that after eight to 
ten weeks there is failure of good union 
because reduction has not been complete and 
the fragments are in marked lateral dis- 
placement. It is in such cases of lateral 
displacement that treatment is best carried 
out by making a small incision through the 
skin, introducing a bone hook and bringing 
the bone ends into proper position. 

In case of the forearm there is often great 
difficulty in reducing the fragments from 
their abnormal position in the interosseous 
space. Such cases are well suited to opera- 
tive treatment. 
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DIAGNOSTIC AND THERAPEUTIC TECHNIQUE. A 
Manual of Practical Procedures. By Albert S. 
Morrow, A.B., M.D. Illustrated. The W. B. 
Saunders Company, Philadelphia, 1911. Price 
$5.00. 

In his preface Dr. Morrow tells us that 
he has endeavored to bring together and ar- 
range in a manner easily accessible for ref- 
erence a large number of procedures which 
are commonly employed in diagnosis and 
treatment, not only by the specialist but 
also by the average general practitioner, ex- 
tending from the duties of the hospital in- 
terne to the older graduate at the bedside. 
In twenty chapters it covers practically the 
whole realm of medicine, starting with the 
administration of anesthetics in Chapter I 
and ending with conditions of the female 
generative organs in Chapter XX. As al- 
ready pointed out, the book is very com- 
pletely and thoroughly illustrated, no less 
than 815 illustrations being introduced. The 
space between the lines is wide, the type 





large, and the surface of the paper one 
which is easy to the eye of the reader. It is 
to be understood that operative measures 
are described as well as such diagnostic 
measures as sphygmomanometry. Thus the 
chapter on the last subject follows one upon 
spinal anestheisa and precedes one upon 
trasfusion. It is interesting to note that the 
old-fashioned spring lancet of our forefath- 
ers is shown for wet cupping, although it is 
anything but aseptic in its construction. We 
notice that the author speaks of aspiration 
for ascites instead of tapping, and illus- 
trates the procedure in such a way as to in- 
dicate that an incision should be made in 
the skin before the trocar and cannula is in- 
troduced. This, we believe, is a practice 
rarely if ever followed by the majority of 
practitioners. Finally, it may be pointed 
out that, thoroughly as the subject of diag- 
nosis has been covered in the past by books 
dealing with physical diagnosis, on the one 























hand, and laboratory methods on the other, 
this volume may be said to fill a new field, 
and we have no doubt whatever that the 
book will become exceedingly popular with 
active men in hospitals and in general 
practice. 


A Clinical Treatise on the Etiology, 
Symptomatology, Neuroses, Psychosis and 
Treatment, and the Medico-legal Relations. 
By T. D. Crothers, M.D. The Harvard Pub- 
lishing Company, Cincinnati, Ohio. 


INEBRIETY. 


For many years Dr. Crothers has been an 
earnest student and opponent of the use of 
ncrcotics, and like most persons who have 
devoted their lives to a given subject, he 
looks at this matter with the eyes of one 
who is an enthusiast rather than with the 
eyes of one who is of a judicial type of 
mind. There can be no doubt whatever that 
the abuse of various 
kinds is not only one of the questions of the 
present age, but has been a question worthy 
of the consideration of the learned for many 
centuries. That measures should be adopted 
for safeguarding those who by reason of 
human frailty are unable to employ drugs, 
like alcohol, in moderation seems evident, 
but that the use of narcotics of all kinds 
should be universally and unqualifiedly con- 
demned does not meet the support of the 
majority of the wise nor of the majority 
of the great mass of the population. In- 
deed, it is fair to say that the great mass of 
people use alcohol in moderation, and are 
firmly convinced that in moderation it is 
often not only a comfort but an actual ad- 
vantage. 

The present book not only advances the 
views of Dr. Crothers himself, but also 
gives an interesting historical summary of 
the studies which have been made in 
this country and abroad. Opening para- 
graphs in small type give us in a concise 
form the contents of each chapter in a clev- 
er manner. The book is one which can be 
well read by all medical men and many of 
the laity with advantage. Dr. Crothers de- 
serves much credit for the conscientious 
manner in which he has attacked the evils 
arising from the abuse of narcotic drugs, 


narcotics of 
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and we have no doubt that the present vol- 
ume will increase his reputation as a clini- 
cian and writer. 


A HANpbBOOK or PracTicAL TREATMENT. By Many 
Writers. Edited by John H. Musser, M.D., 
LL.D., and A. O. J. Kelly, A.M., M.D. Vol- 
ume II. The W. B. Saunders Company, Phil- 
adelphia, 1911. 

The second volume of Musser and Kelly’s 
work on Treatment has appeared within a 
comparatively short time after the publica- 
tion of the first, concerning which we have 
already published a review. The present 
volume begins with an interesting article 
upon diseases of the cardiovascular system 
by Sir Clifford Allbutt, which covers over 
150 pages, and this, in turn, by one upon 
the surgery of the heart, which covers about 
eight pages. The third article is upon 
typhoid fever, and the fourth upon the 
surgical complications of this disease. 
Following this is an article by the editor of 
this journal upon pneumonia, one upon 
diphtheria by Dr. George H. Weaver, and 
this is followed by one upon intubation and 
tracheotomy by Dr. John H. Jopson. Dr. 
Weaver then contributes the articles upon 
the other exanthemata which are commonly 
met with. Infection by the gonococcus is 
written by Dr. Edward Martin, and vac- 
cinia, smallpox, and chicken-pox by Dr. 
Schamberg. Amongst the other contrib- 
utors of articles upon the infectious diseases 
are Professor Barker of Johns Hopkins 
University, Professor Stengel of the Uni- 
versity of Pennsylvania, and Dr. Bloodgood 
of Baltimore. Tropical diseases are cov- 
ered by Dr. Rosenau and Dr. Anderson. 
Dr. G. E. de Schweinitz writes upon the 
ocular complications of the infectious dis- 
eases, while Dr. Richardson, of Washington, 
discusses the oral complications, and the 
surgical treatment of joint complications is 
written by Dr. Goldthwait, of Boston. The 
last chapter on animal parasites is contrib- 
uted by Dr. Riesman, of Philadelphia. Of 
all the articles in the volume we think that 
perhaps the most interesting is that of Pro- 
fessor Allbutt. It is filled with many prac- 
tical and valuable suggestions, but it is not 
our intention to make invidious comparisons. 
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There are many other articles within its 
covers which are noteworthy contributions 
to the subject of therapeutics. 


CHOLERA AND ITS TREATMENT. By Leonard Rog- 
ers, M.D., F.R.C.P., F.RCS., BS, LMS. 
The Oxford University Press, London and 
New York. Price $4.00. 

Readers of the THERAPEUTIC GAZETTE 
are already familiar with the name of Dr. 
Rogers because of his interesting and valua- 
ble communications upon dysentery and 
cholera, some of which have been published 
in our pages. There is no one who has 
done more within the last few years to 
advance the therapy of many of the infec- 
tious diseases of the tropics than this writer, 
who not only has had large experience and 
ample opportunity for the study of cholera 
and dysentery, but has been keen and able 
enough to take advantage of his oppor- 
tunities and to present his professional col- 
leagues with interesting and practical de- 
ductions therefrom. In the present book 
there is an interesting discussion upon the 
history of cholera, with a consideration of 
the method of its spread, etiology, and pro- 
phylaxis. These chapters are followed by 
others describing the symptomatology, mor- 
bid anatomy, and treatment. As illustrative 
of its practical character we may point out 
that nearly 75 pages out of the 228 pages of 
text are devoted to the methods which 
should be carried out in treating a patient 
who is ill with this singular lethal malady. 
To those who wish to be possessed of an 
adequate and complete and yet not unduly 
exhaustive work upon this subject Dr. 
Rogers’s work can be most cordially recom- 
mended. 


A Text-sooK oF Massace. By L. L. Despard. 
The Oxford University Press, New York, 1911. 
Price $4.00. 

Miss Despard is a member and examiner 
of the Incorporated Society of Trained 
Masseuses, and has prepared a book con- 
taining eleven chapters, describing the use 
of massage in the cure of disease, and ex- 
tending even to the employment of electric- 
ity in conjunction with massage, and the use 
of lubricants, fomentations, and bandages. 


After preliminary chapters upon the struc- 
tures of the body, the waste and repair of 
the tissues, the anatomy of the joints, of the 
muscular system, the nervous, vascular, 
respiratory, digestive and urinary systems, 
she proceeds in Part II to a consideration 
of the theory of massage, and then into 
minute detail of the methods of treatment 
employed in various diseases. There are 
203 illustrations in the volume, and all of 
them are excellent, many of them evidently 
being from standard works upon anatomy, 
although the illustrations do not give credit 
to any such works. The book is to be cor- 
dially welcomed. It is clearly written, well 
printed, does not claim too much for mas- 
sage, and yet points out the good which it 
can accomplish. It is particularly timely 
because it serves to put in the hands of 
physicians and students first-rate informa- 
tion in regard to this subject, which has been 
too much ignored in the past by the general 
practitioner, with the result that various 
quacks and irregular practitioners have 
seized the opportunity to make it popular 
through erroneous teaching designed to 
give the impression that massage is a new 
method of treatment, and is based upon 
weird conceptions of disease. 


DISEASES OF THE NoSE, THROAT AND EAR: MeEDI- 
CAL AND SurcicaL. By William Lincoln Bal- 
lenger, M.D. Third Edition, Illustrated. Lea 
& Febiger, Philadelphia, 1911. 

It is seldom that a book, so large and com- 
plete as this and dealing with a compara- 
tively narrow specialty, has so large a sale 
as the one before us. If we are not mis- 
taken, this third edition appears within three 
years of the time when the first was put 
upon the market. There are a number of 
reasons for its popularity. Aside from its 
excellent and practical illustrations and clear 
descriptive text, it is emphatically practical 
in that it gives us exact descriptions of how 
the author, and other men eminent in his 
department, are wont to treat diseases of 
the nose, throat, and ear. Many large 
books of this character deal so largely with 
the scientific aspect of the subject, and 
touch so lightly upon the needs of the gen- 














eral practitioner or specialist, that they do 
not prove of great practical value, however 
much they may advance and disseminate 
knowledge. As we have already pointed 
out, this book is peculiar in that it is thor- 
ough, complete, and exhaustive. 


StratE BoArD QUESTIONS AND ANSWERS. Second 
Edition, Revised. Dr. R. Max Goepp, M.D. 
The W. B. Saunders Co., Philadelphia, 1911. 
Cloth $4.00; half morocco $5.50. 

Some conception of the exhaustive char- 
“State 
Questions and Answers” in all departments 
of medicine can be gained when we state 
that there are over 700 pages of text in 


acter of this collection of Board 


this volume arranged in question and an- 
We think that it may also be 
that who can 
answer the majority of the questions, to 
which answers are appended, can pass any 
State It is always 
dificult when propounding definite ques- 
tions to give concise answers which ade- 
quately cover the subject involved, but the 
author has been singularly successful along 
these lines, although occasionally the brevity 
of an answer leaves certain facts uncovered. 
In any event no one can deny that this is a 
most thorough and carefully prepared aid 


swer form. 


safely asserted any man 


Board of Examiners. 


for the medical man of years of experience, 
or for the young graduate, who is to under- 
go the ordeal of an examination before a 
State Board which has the power to grant 
a license to practice. 


Foops AND THEIR ADULTERATION. By Harvey 
Wiley, Ph.D. Second Edition, Revised and 
Enlarged. P. Blakiston’s Son & Co., Phila- 


delphia, 1911. 

Dr. Wiley’s official position in the Depart- 
ment of Agriculture of the United States 
Government provides him with access to an 
immense amount of information concerning 
foods and their adulteration, which would 
be difficult to obtain by any other author. 
He has been known for years as an enthu- 
siastic investigator along these lines. Like 
most enthusiasts he at times “cuts a wider 
swath” than some persons consider wise, 
but there can be no doubt that the general 
tendency of his work is to not only reflect 
credit upon the department with which he is 
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connected but also upon himself. It is 
advantageous from many points of view to 
have his views and those of other authors 
placed before us in this condensed form. 
Some of the illustrations, showing trees 
upon which various forms of nuts grow, or 
fields growing beets, seem to unnecessarily 
encumber the book, as they have practically 
no bearing upon foods as such or upon the 
adulteration of food. 


THE INTERNATIONAL MepicAL ANNUAL. E. B. 


Treat & Co., New York, 1911. Price $3.50. 


This is the twenty-ninth issue of the 
Medical Annual. During the last twenty 
years we have taken pleasure in calling the 
attention of the profession to the publica- 
tion of this book, which usually comes be- 
fore us within the first two months of the 
new year. The present issue is fully the 
equal of its predecessors in the quality of 
its contents, and is illustrated, as have been 
the earlier editions, not only by excellent 
black-and-white illustrations but also by a 
number of very useful colored plates. The 
list of contributors is made up of men fully 
qualified to carefully abstract from the liter- 
ature of the preceding twelve months the 
material which will prove of value to their 
professional colleagues. 


Second Edition, 
The Druggists Circu- 


THe Mopern Materia Mepica. 
Revised and Enlarged. 
lar, New York, 1911. 
Since the first edition of this compilation 

on the source of chemical and physical 
properties, therapeutic action, dosage, anti- 
dotes and incompatibles, and all additions 
to the newer Materia Medica, was pub- 
lished five years ago, a host of new prepara- 
tions, made in this country and abroad, 
have been presented to pharmacists and to 
medical men. There can be no doubt that 
the Drug gists Circular deserves much credit 
for having published this excellent sum- 
mary, which is arranged alphabetically, and 
which covers nearly 500 pages closely 
printed. A careful examination of the text 
shows that almost every substance of any 
real value or importance is adequately con- 
sidered, and the volume forms a concise 
dictionary of new drugs. 
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DISEASES OF THE STOMACH AND INTESTINES. By 
Boardman Reed, M.D. Third Edition, Illus- 
trated. Thoroughly Revised and Largely Re- 
written. E, B. Treat & Co., New York, 1911. 
The chief characteristic of this book when 

it first appeared was its practical nature, 
and although it was perhaps open to the 
criticism of being not very well balanced in 
the manner in which different subjects were 
discussed, any such lack of balance has 
largely been eliminated by the careful re- 
vision of the present edition. There is still 
a tendency to quote articles published else- 
where rather than to place statements in 
the language of the author himself. The 
book nevertheless bears evidence of much 
original thought and investigation, and 
shows that the author is not a theoretical 
clinician but that he has had large and 
constant personal experience. 


GOLDEN RULEs oF DIAGNOSIS AND TREATMENT OF 
Diseases. By Henry A. Cables, M.D. The C. 
V. Mosby Company, St. Louis, 1911. 

In a small space of less than 300 pages 
the author attempts to cover a large subject, 
not exhaustively but concisely. Almost 
every paragraph begins with the word “Re- 
member” in large, black type, the object be- 
ing to impress upon the reader the salient 
points in connection with the disease or 
method of treatment, or diagnostic proce- 
dure which is advised. As the result of the 
condensed method of statement a degree of 
dogmatism is arrived at which, in some in- 
stances, gives erroneous impressions of sub- 
jects as yet open to debate. 


Albert 
E. B. 


Tue Btues. Causes and Cure. By 
Abrams, A.M., M.D. Fourth Edition. 
Treat & Company, New York, 1911. 
Dr. Abrams is known as an enthusiastic 

investigator in clinical medicine. Many of 

his views have not yet been commonly ac- 
cepted, and we think that some of them 
never will be. For example, we doubt 
whether there is such a thing as uric acid 
neurasthenia, or abdominal or splanchnic 
neurasthenia, the latter condition being con- 
sidered by Dr. Abrams to be synonymous 
with the blues. Perhaps the most interest- 
ing chapter is the last one on Autointoxica- 
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tion, a subject which is of importance and 
of which we know less than we thought we 
did some years ago. 


With Special Reference to 

By Alida Frances Pattee. 
A. F. Pattee, Publisher, Mt. 
Price $1.50. 


PraActTICAL DIETETICS. 
Diet in Disease. 
Sixth Edition. 
Vernon, N. Y., 1910. 
The first edition of this book appeared in 

June, 1903, and we took pleasure in notic- 
ing it, and subsequent editions, in terms of 
praise. It is an excellent little volume which 
will prove of great value to the practitioner 
who keeps it upon his revolving bookcase, 
near at hand, and of still more value to 
nurses and dieticians. The greater part of 
it is taken up with recipes and formulas for 
the preparation of excellent foods for the 
sick. 


A MANUAL OF PRACTICAL ORGANIC CHEMISTRY. 
Including Qualitative and Quantitative Analysis 
and Preparations. By A. M. Kellas, B.Sc., 


Ph.D. The Oxford University Press, New 

York, 1910. 

This book strikes us as being too con- 
densed for the average student and much 
too brief for the graduate chemist. It is 
evidently designed as a sort of a condensed 
manual for students who are about to pre- 
sent themselves for University examination, 
and probably will prove more useful in 
Great Britain than in the United States. 


HANDBOOK OF THE SURGERY OF THE KIDNEYS. By 
W. Bruce Clarke, M.A. M.B. (Oxon.), 
F.R.C.S. Illustrated. Henry Frowde, Oxford 
University Press, 1911. 

The author states that this publication is 
intended rather as a handbook of present- 
day practice for busy practitioners than as 
an encyclopedia of the progress of renal 
surgery. It records in the main his person- 
al views. Two brief chapters are devoted 
to anatomy and examination of the patient. 

The chapter devoted to operations on the 
kidney has scarcely that detailed considera- 
tion for which the modern surgeon looks. 
The explanation of movable kidney which 
the author regards as adequate is not con- 
vincing. Symptomatology is somewhat hur- 
riedly covered. A number of interesting 
cases are cited. 


























As an exercise for increasing intra-ab- 
dominal tension patients are advised to lie 
recumbent, place a fairly heavy book on the 
front of the abdomen and raise it up and 
down by the movement of the abdominal 
muscles. This is to be done slowly and de- 
liberately. The operation of nephropexy is 
regarded as one of the safest and most serv- 
iceable in modern surgical practice. In a 
straightforward case all that is necessary is 
to strip the kidney from its fatty envelope 
and deposit it on the base of the lumbar 
fascia. A couple of sutures passed through 
the substance of the kidney and fixing it to 
the lumbar fascia will prevent it from again 
becoming movable. This is not in accord 
with modern teaching or practice. 

There is a thoroughly rational discussion 
on the subject of stone. Tubercular neu- 
ritis, pyelonephritis, and tumors of the kid- 
ney are briefly considered. 

As a record of clinical experience and of 
personal views this book is thoroughly 
worth while. 


MENINGITIS, SINUS THROMBOSIS AND ABSCESS OF 
THE BRAIN. By John Wyllie, M.D. Paul B. 
Hoeber, New York, 1911. 

This book is intended to study in a small 
volume a number of diseases which in their 
earlier stages often present a striking simi- 
larity of symptoms. The introductory notes 
are devoted to Causal Diseases, with special 
reference to Kernig’s sign, which is consid- 
ered by no means an unequivocal one, since 
it has been found absent in proved cases of 
meningitis and present in other diseases. 
The sign de la Nuque is stated as present in 
9% per cent of cerebrospinal meningitis. 
This sign is obtained by bending the neck 
forward, when it is found that the lower 
limbs become flexed at the knee and on the 
abdomen. 

Babinski’s sign is thus defined: Passive 
flexion or extension of one lower limb pro- 
vokes a similar movement on the opposite 
side in about 60 per cent of cases. 

The first chapter is devoted to Menin- 
gitis. Thereafter follow chapters upon 
Cerebral Sinus Thrombosis, Intracranial Ab- 
scess, Cerebral Abscess, Cerebellar Abscess, 
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Differential Diagnosis. There are appen- 
dixes devoted to Lumbar Puncture and its 
Uses, and to the Nasal Accessory Sinuses. 

The book is an exceedingly valuable one, 
since it gives a singularly clear clinical pic- 
ture of affections which are usually un- 
recognized and represents an accurate sum- 
marization of the best modern thought and 
practice on these subjects. 


MANUAL oF Cystoscopy. By J. Bentley Squier, 
M.D., and Henry G. Bugbee, M.D. Paul B. 
Hoeber, New York City, 1911. 

This brief but admirably compiled and 
beautifully illustrated brochure is well 
worth the careful study of not only those 
who propose familiarizing themselves with 
the cystoscope to such an extent as to make 
it a useful adjunct in routine examinations, 
but even of those who by long practice have 
acquired special skill. The author properly 
states that the ability to make an ordinary 
examination is readily learned, but to be 
able to make accurate differential diagnosis 
between tumors, various inflammatory con- 
ditions, etc., necessitates much study. The 
technique of cystoscopy is given in detail, 
as are the cystoscopic pictures of the normal 
and of the pathological bladder. The book 
ends with a brief section upon the technique 
of ureteral catheterization, operative cysto- 
scopy in the female, and some general ob- 
servations upon cystoscopic diagnosis. 


TEXT-BOOK OF SuRGICAL ANATOMY. Second Edi- 
tion, Revised. By William Francis Campbell, 
M.D. Illustrated. W. B. Saunders Company, 
Philadelphia and London, 1911. 

The author states that the special func- 
tion of this book is to aid the student and 
practitioner in mastering the essentials of 
practical anatomy by selecting and correlat- 
ing those facts only which have a practical 
bearing, and emphasizing those structures 
and regions which have a peculiar interest 
for the surgeon. No attempt has been made 
to present all the anatomic data. Through- 
out it may be said that this fundamental 
principle has been adhered to both with 
fidelity and success. 

The illustrations are admirable and form 
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a valuable adjunct to the text. The book 
is likely to be particularly serviceable to the 
clinical surgeon. Though he may not al- 
ways agree with the surgical suggestions 
and descriptions, the anatomical part is en- 
tirely trustworthy and so wisely selected 
and proportioned as to be readily accessible. 

Perhaps in a book distinctly disclaiming 
any effort at completeness of study discus- 
sion concerning omissions is out of place, 
none the less it might have been well to 
warn the surgeon concerning what might be 
called the normal variation in the position 
of the so-called Broedel’s white line. The 
author has evidently encountered a miscon- 
ception ini regard to this line, since he 
italicizes the fact that it is the most vascu- 
lar region of the kidney. 

This work cannot fail to be practically 
helpful both to the physician and surgeon. 


HANDBOOK OF REGIONAL ANAToMy. By Francis C. 
Ford, A.B., M.D. Published by Francis C. 
Ford, Chicago, 1910. 

The author states that this brochure is 
meant to bridge the gap between the purely 
descriptive and purely applied principles of 
anatomy, where so many become lost in the 
mazes of uncorrelated facts. It is believed 
that this work will cast light in the dark 
places and refresh the memory of the sur- 
geon, specialist, general practitioner, and 
demonstrator, as well as furnish the student 
a text-book in this work. From the stu- 
dent’s standpoint the book is likely to prove 
serviceable in preparing for examination. 
It is unencumbered by illustrations and can 
be carried in the pocket. 


Tumors INNOCENT AND MALIGNANT... By J. 
Bland-Sutton, F.R.C.S. Illustrated. Fifth 
Edition. Cassell and Company, Ltd., London, 
New York, Toronto, and Melbourne, 1911. 
Sutton notes that since the first appear- 

ance of this book in 1893 a large amount of 

investigation has been carried out in regard 
to cancer of individual organs. The fre- 
quency with which it arises in the gall-blad- 
der is a surprise to physicians as well as to 
surgeons. The frequency with which it oc- 
curs in the Fallopian tubes is now generally 
recognized, as is the fact that cancer of the 


ovary is due to implantation of cancerous 
particles shed from a cancerous focus in the 
breast, the stomach, the gall-bladder, or 
poured out from the open mouth of a can- 
cerous Fallopian tube. The classification 
of tumors is as follows: Tumor Diseases 
of the Connective Tissues, Tumor Diseases 
of the Teeth, Epithelial Tumors, Endo- 
theliomas, Tumors Arising from Fetal 
Membranes, Teratomas and Cysts. 

The book is abundantly illustrated both 
by pictures and by case reports. To each 
chapter is appended a list of references, and 
general principles of treatment are briefly 
considered. The work is based on an enor- 
mous clinical experience and a very thor- 
ough study of literature. It is original and 
vivid, as is all that comes from Sutton’s 
hands. 


INTERNATIONAL CiiNIcs. Volume I, Twenty-first 
Series, 1911. J. B. Lippincott Co., Philadelphia 
and London, 1911. 

This volume contains valuable papers 
upon Diagnosis and Treatment, Medicine, 
Pediatrics, Surgery, Ophthalmology, Physi- 
ology, Anatomy, Biology, and Tropical 
Medicine. 

Wechselmann contributes a paper upon 
the Treatment of Syphilis with “606.” 
Jump writes most instructively concerning 
the Value of Blood-pressure Estimation in 
Internal Medicine. Ostheimer’s contribu- 
tion to the subject of Modern Infant Feed- 
ing contains all that is best of recent writ- 
ing. Beck has written one of his instructive 
clinics. Hall’s article on Recent Advances 
in our Knowledge of Nutrition is one which 
should be read by all practitioners. Le 
Prince tells in detail of the Mosquito Work 
in the Canal Zone. | 

Perhaps the most useful portion of this 
volume is that devoted to the progress of 
Medicine in 1910, covering in all about one 
hundred pages. A. A. Stevens has taken 
up the subject of Treatment, Musser and 
Tuttle that of Medicine, and Bloodgood 
that of Surgery. 

Even for those who are extensive readers 
of journals this résumé will prove most in- 
structive. 
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CORRESPONDENCE. 


LONDON LETTER. 


BY J. CHARLTON BRISCOE, M.D. 


A most unfortunate difference of opin- 
ion has arisen over the disposal of the 
money derived from Sunday cinemetograph 
shows. The rules of the London County 
Council require that if these theaters are 
opened on a Sunday their profits must be 
devoted to some charitable institution. Cer- 
tain hospitals have exploited this source of 
income, and in one case a certain hospital 
received in the course of a year the sum of 
£1400. On the other hand, there are 97 
hospitals who receive grants from the Hos- 
pital Sunday Fund, which gets its money 
from collections in church. It is contended 
that there are a large number of congrega- 
tions who strongly object to the opening of 
cinemetograph exhibitions on a Sunday in 
support of a hospital, and it is feared that 
they may withdraw or reduce their sub- 
scriptions to the Hospital Sunday Fund. 
The Council of the Fund have now to de- 
cide on their action toward the offending 
hospitals, and it is to be hoped that some 
“via media” may be found that will enable 
the hospitals to make full use of all their 
sources of income and yet may not offend 
the susceptibilities of the supporters of the 
Fund. 

A remarkable case of a man 
been admitted to and discharged 
lunatic asylums thirteen times is recorded 
by the Asylums Committee of the London 
County Council. The man, who in the in- 
tervals of his sanity got married and be- 
came the father of five children, all of 
whom are in the workhouse, first entered 
a lunatic asylum when he was sixteen years 
old. 
of the present law, as although a man may 


who has 
from 


This case illustrates the inadequacy 


recover his sanity under the fostering re- 
straint of an asylum, yet under the strain 
of normal life he may break down again, 
and there is nothing to prevent him becom- 
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ing the parent of children who must share 
in his mental and nervous instability. 

A discovery has been reported which 
promises to solve the problem of the drink 
evil, and at the same time revolutionize the 
brewery industry. By a new method, which 
is the outcome of thirty years’ research, it 
is said to be possible to take from beer and 
stout the power to produce intoxication, 
while leaving the flavor, sparkle, znd pal- 
atability unimpaired. Lukewarm 
subjected to a brisk current of 
gas, and this drives out all the alcohol, 
which escapes in the form of minute bub- 
bles. If this new method can do all that is 
claimed for it there will be a valuable com- 
mercial side to the discovery. Every hogs- 
head of beer treated by this method will 
produce three gallons of proof spirit, which 
might be sold as a mild whisky. If, how- 
ever, breweries dealcoholized their 
beer they would produce such a quantity 
of this spirit that it would be able to come 
upon the market at such a price as to com- 
pete favorably with petrol. This whisky 
emits no fumes or smell when burnt and so 
would have an advantage over petrol. We 
may therefore look upon whisky-driven 
motor cars and aeroplanes as a possibility 
of the near future, although we may have 
to methylate the spirit in order to preserve 
the morals of our chauffeurs and airmen. 

The investigation of entomological science 
has received a stimulus in this country 
through the generosity of Mr. Andrew 


is 


beer 
:arbonic 


many 


Carnegie. 
of 


He has placed at the disposal 
the African Entomological Research 
Committee a sum of £1000 a year for three 
years to defray the cost of sending a few 
suitably qualified young men to the United 
States to study the practical applications of 
entomology, which have received so much 
attention in your country. Two of these 
Carnegie scholars, as they are to be called, 
are already at work in the States. Dr. 
Howard, of Washington, is personally in- 
teresting himself in the matter, and it may 
be confidently expected that the scheme 
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will be of great value to British adminis- 
tration in Africa and elsewhere by provid- 
ing a body of well-trained entomologists 
available for employment in the services cf 
the different colonial governments. The 
government has appointed a Research Com- 
mittee in this country to promote the study 
of insect pests in Africa, and this commit- 
tee has already done valuable work by mak- 
ing collections of insects, and sending them, 
when properly identified and recorded, to 
museums and institutions where they are 
likely to be of value for the purposes of 
entomological study. 

A scheme is now under discussion to pro- 
vide a memorial for the late Miss Florence 
Nightingale, the idea being to erect a statue, 
and to provide annuities for trained nurses. 
At a meeting in support of this scheme 
Lord Haldane, the War Minister, was the 
chief speaker, and he paid an eloquent trib- 
ute to Miss Nightingale. He said that it 
was not easy to express what this country 
owed to that illustrious woman. We pos- 
sessed to-day one of the finest army medi- 
cal services in the world, and this was due 
largely to the spirit of her, who penetrated 
with her genius the obscurity of the dark 
days long ago, and showed, not only to the 
army but also to the medical profession ail 
over the world, where it was that science 
could be best and most effectively applied 
to the problems that confronted them. 

The measles epidemic still continues in 
full swing, and the Local Government Board 
have been forced to take other means than 
making the disease a notifiable one, in order 
to try and stamp out the epidemic. The 
Board have arranged for the provision of 
1000 beds for pauper cases and nearly 1000 
beds for non-pauper cases, and they will 
select patients from the districts in which 
the disease is most rife. It will be impos- 
sible to take in all the cases, as there are 
now about 8000 in London, but the selec- 
tion will be made according to the severity 
of the case and the danger of infection to 
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other children. The number of deaths for 
this year is already far above the average. 
and it is hoped that the measures adopted 
will prove effectual in checking the out- 
break. 

Medical inspectors under the Education 
Act are to have yet more work heaped upon 
them. The new Administrative Provisions 
Bill, which is now being discussed by the 
House of Commons, seeks to impose upon 
medical officials the duty of saying whether 


a child is underfed or not. It provides that 


the medical inspector must examine a child 
alleged to be suffering from underfeeding, 
and he must present an annual report on 
the physical condition of children attending 


school in his area. 

At this time of the year we expect that 
the cold spells will have practically passed 
over for a few weeks or months, but the 
experience this season has been quite other- 
Early in April we had one of the 
Snow 


wise. 
worst weeks of the whole winter. 
lay for three or four days, though it must 
be admitted that there was no great depth. 
One night in particular the snow fell so 
rapidly that the busses were held up for 
half an hour or so because the drivers were 
quite unable to see more than a few feet 
in front of them. 

On April 1 this year the decennial census 
was taken. The questions this time were 
more searching than on former occasions. 
especially in regard to the details of em- 
ployment. We were required to fill in not 
only the branch of our employment but the 
finer subdivisions of that occupation. This 
opportunity of rebelling against law and 
order was not one which could be lightly 
neglected by the suffragettes. Some of 
these slept out on the embankment, while 
others more enterprising hired gipsy wag- 
ons and made pilgrimages to the woods and 
commons in the vicinity of their homes. 
This novel exhibition, unfortunately for 
them, gave rise to very little notice by the 
press. 











